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Editorials 


Academy Members Can Write 


As WE sap a few months ago, one of the things 
that we hoped most to see would be excellent 
articles by Academy members discussing the 
problems they know about—the problems of the 
general practitioner. There is little use in the 
specialist trying to talk about them. 

To the editor's joy, a number of Academy 
members have submitted decidedly acceptable 
papers. Dr. Tom Spies of the Academy’s Ala- 
bama chapter has had two papers published in 
GP. Dr. Charles J. Weigel of Illinois and Dr. 
J. A. Mishkin of New York contributed to the 
June number of the journal. In August we pub- 
lished a paper by Dr. Nathan Steinberg of 
Pennsylvania. Last month two articles by Acad- 
emy members appeared. One by President Stan- 
ley R. Truman, the other by Dr. Lawrence W. 
Trauner. 

Now come Dr. and Mrs. D. G. Miller, Jr., 
from Morgantown, Kentucky, with just the sort 
of article we had in mind when some time ago 
we asked general practitioners to write of their 
problems. Here is a wonderful paper, well writ- 
ten and most interesting, telling as it does of a 
problem with which many general practitioners 
in the country have struggled, and telling how 
they have solved it. Seeing this, many readers 
will doubtless think, “This is just the sort of 
thing we want in GP.” If more general practi- 
tioners will send in articles like this, our editorial 
path will be easy. 


Deferment of Scientists 


ONE OF THE most unwise things that a govern- 
ment can do in time of war is to send into the 
battle area as infantrymen those able young 
physicists, engineers, lens makers, electricians, 
and chemists who will later be desperately 
needed in laboratories. There they will invent 
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and build those many delicate instruments which 
today are so essential to the waging of a modern 
type of war. 

At the start of the first World War, the British 
sent or allowed to go into first-line trenches their 
ablest young physicists and optical workers, and 
later, when in desperation their Signal Corps 
went looking for them, they found that many 
of the best of them had been killed. 

In World War II, some of the top physicists 
in the United States had to beg high army off- 
cers as a personal favor to defer those bright 
young physicists who were so greatly needed for 
the development of radar and the atom bomb. 
Strangely, even army officers, who, presumably 
at West Point had been exposed to the study 
of science, and who presumably knew of the 
great value of gunsights, bombsights, and a good 
signal corps, could not see why men trained to 
invent the greatly needed instruments of pre- 
cision should not go into the front lines just 
like any laborer or truck driver. Some draft 
officials even insisted that there be no deferment 


- of scientists. 


Today it appears that an office is going to be 
set up so that scientists who feel that they can 
serve their country best in a laboratory, or scien- 
tists who greatly desire to keep able workers in 
their laboratories, can appeal to an authority 
who will understand the problem and will have 
power to act. 

Still another new draft device is now being 
considered by Congress. Under the new system, 
if the Army wants, let us say, 100 automobile 
mechanics, it can call them up directly instead 
of trusting to luck that it can find that number 
in a group of men caught in the old-fashioned 
draft. 

It is said that before long some top scientists, 
like Drs. Vannevar Bush and Karl T. Compton, 
who did such wonderful work for scientific re- 
search in the last war, are going to present to 
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the President a proposal for a scientific selective 
board which will register all men and women 
with scientific skills so that they can be called 
up as needed, and then assigned to jobs in which 
they can work best. This would assuredly be 
a logical provision. 

During the last war, the abilities and trainings 
of scientific men were supposed to be card-in- 
dexed, but the indexes seem seldom to have been 
used. For instance, during the advance of our 
army through France, an American soldier who 
could speak French fluently and who could 
have been very useful as an interpreter or tele- 
phone worker, was left in the Infantry. Simi- 
larly, when difficult physiologic and medical 
problems needed to be solved quickly, often the 
leading American and British experts on the 
subject were not even consulted. Sometimes the 
problems were assigned to young officers who 
had had no training or experience in research! 

Perhaps the greatest problem of civilization 
today is to learn how often the need arises to 
search quickly for the men with the highest 
ability in a certain field. It is devoutly to be 
hoped that even men in high positions, when 
faced with a difficult problem, will think of 
calling in the country’s leading experts on the 
subject. 


Apical Systolic Heart Murmurs 


Wuue there is probably no occupation less 
monotonous than medicine, “rarity,” as Martial 
says, “gives charm,” and physicians, like many 
others, are apt to be seduced by novelty and 
intrigued by the unusual. But it is common 
conditions which merit our most intensive at- 
tention and study, for their frequency demands 
a comprehension of them as complete as possible. 
Among the common cardiac phenomena 
which require etiologic classification are mur- 
murs, and in the minds of many practitioners, 
a heart murmur is perhaps too frequently re- 
garded as evidence of organic disease. This 
attitude has to some extent been fostered by the 
rulings of life insurance companies whose medi- 
cal staffs, cognizant of the difficulties of inter- 
pretation, regard all murmurs with suspicion. 
For many years cardiac murmurs have been 
classified as “functional” or “accidental,” or 
“hemic,” especially when associated with anemia, 
and as “organic.” While the murmurs not asso- 


ciated with structural disease are most frequent 
in the pulmonic zone, which one of the older 
clinicians used to describe as “the area of auscul- 
tatory romance,” they are by no means uncom- 
mon in the apical region, and for this reason it 
is extremely important to attempt a clarification 
of their significance. The subject was ably dis- 
cussed by Arthur Master a couple of years ago 
(Arch. Int. Med., 1948, 81, 518-533), but it is 
one of those perennial problems which need to 
be reventilated from time to time. 

In attempting to assess the significance of an 
apical systolic murmur, there are several impor- 
tant indications to be considered: the patient's 
history; the quality, intensity, and distribution 
of the bruit; the evidence or lack of evidence 
of changes in the pulmonary circulation; and 
the estimation of blood pressure. So far as the 
history is concerned, a story of rheumatic infec- 
tion, under which term not only frank arthritis 
but also a history of chorea, recurrent nosebleed, 
and obscure attacks of fever in childhood must 
be considered, is of prime concern. 

A past history of infection with Group A 
Streptococcus hemolyticus may be regarded as 
of similar significance; both suggest organic 
disease. On the other hand, a hypoplastic heart 
and aorta, especially if associated with symptoms 
of effort syndrome, are not infrequently accom- 
panied by a functional apical murmur. Hyper- 
tension, too, may be accompanied by an apical 
systolic murmur, but much more frequently by 
one in the aortic area. 

There is a clinical tradition that accidental 
and hemic murmurs are apt to be soft and blow- 
ing, but this is certainly not always true. Trans- 
mission to the axilla is doubtless to some extent 
a question of intensity and harshness, and is 
not of itself a reliable criterion of organic origin. 
Evidence of heightened pressure in the lesser 
circulation in the form of accentuation of the 
second pulmonic sound or of enlargement of 
the left auricle, is valuable when present, but 
often clinically unapparent and even sometimes 
hard to demonstrate even by technical methods 
including fluoroscopy, phonocardiography, and 
electrocardiography. 

World War II was a proving ground for many 
patients with apical systolic murmurs of dubious 
significance. Men who were thought to have 
mere functional lesions often developed, under 
the stresses and strains of warfare, obvious evi- 
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dences of organic heart disease. Perhaps the 
most outstanding feature in the cases of many 
of these men was that they had a past history 
suggesting rheumatic infection, and in view of 
this experience, it is to be hoped that with the 
new draft its lessons will be applied. It is certain 
that a much larger percentage of apical systolic 
murmurs are of organic origin than was formerly 


believed. —Georce Biumer, M.D. 


Cancer May Not Kill 


EVERY PHYSICIAN of experience can look back 
and remember patients who he was perfectly 
sure had carcinoma somewhere, with metastasis, 
but who went on living for years and years. 
Sometimes the patient went down to skin and 
bones and then something happened and he 
or she picked up and became stout again. Many 
a surgeon has been unable to guess why the 
patient in whom he found an inoperable carci- 
noma of the stomach or gallbladder or colon, 
and who perhaps was given only a palliative 
operation, refused to die, and went on living for 
years. Statistics from the Mayo Clinic showed 
that one or two persons out of every hundred 
with carcinoma of the stomach treated only 
with gastroenterostormy did not die in the next 
5 or 10 years. 

Occasionally a pathologist will perform a ne- 
cropsy on a person who perhaps 8 or 10 years 
before was treated with radium for an inoperable 
carcinoma of the cervix of the uterus. Perhaps 
the patient died of heart disease or an accident, 
and at necropsy a half dozen large lymph nodes 
full of cancer were found lying along the ab- 
dominal aorta. Under the microscope the cancer 
cells looked normal, but for some strange reason 
they could not grow. Many surgeons know that 
if the original cancer is removed the metastatic 
growths seem to lose their power to overcome 
the body’s resistance. 

In the J.A.M.A. for September 16, 1950, there 
is an article by Harry A. Solomon and Sidney 
I. Kreps telling of a number of such cases. They 
reported an interesting case in which a woman 
aged 26 years, with carcinoma of the colon and 
large metastases in the liver, did not have symp- 
toms until 23 years after the removal of the 
primary growth. Three years after symptoms 
came she died, and then an enormous carcinoma 
was found in the liver. 
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Brunschwig and Morton, in the Annals of 
Surgery for October, 1946, reported some cases 
of this type which show that when faced with 
inoperable cancer, the physician must not always 
feel completely hopeless. Patients should be told 
of these cases. Recently O. W. Clagett reported 
a remarkable series of cases in which a carci- 
nomatous metastatic tumor in the lung was re- 
moved and the patient went on living for a 
remarkably long time. 

Naturally, such observations should not lead 
us to feel justified in operating on many almost 
moribund patients. That would only give surgery 
a black eye. Usually the patients who should 
be operated on palliatively are those who appear 
to be strong and in good health. They are the 
ones who may have sufficient resistance to fight 
the cancer cells to a draw. 


Recognizing Disease Early 


IN A THOUGHTFUL ARTICLE published in the 
May, 1950 issue of the Journal of the Iowa State 
Medical Society, Dr. Arthur D. Woods had sev- 
eral important things to say. He remarked on 
the great desire Sir James Mackenzie had for a 
better training of young doctors in the art of dis- 
covering and recognizing diseases in their earliest 
stages. Sir James deplored the fact that so often 
the outpatient department of a university medical 
school is manned and run by young men who 
haven’t enough experience or enough desire to 
study. As a result, when a patient comes with, 


-let us say, a beginning insanity, a beginning tu- 


berculosis, or a beginning cancer, he is likely to 
be sent home without the correct diagnosis. 
Today, years after the passing of Sir James, 
there still is the old need for the study of the 
earliest symptoms of disease. Even today, in some 
textbooks, the description of cancer of the stom- 
ach is a description of the final stages of the 
disease in an emaciated and dying old man with 
a big fixed lump in his epigastrium and coffee- 
ground vomitus. Such a description is worse than 
none. Strangely, until recent years if one were 
to tell the author of the textbook that the early 
symptoms of cancer of the stomach are loss of 
pep, a loss of appetite, or the presence of hunger 
pain typical of peptic ulcer, he would be in- 
credulous. When one of the founders of the 
American Gastrological Association got a cancer 
of the stomach he was treated for 18 months for 


an “ulcer” of the stomach. He was teaching his 
students that the signs of cancer of the stomach 
are coffee-ground vomitus, achlorhydria, and a 
lump in the epigastrium, a lump in the left 
supraclavicular space, marked anemia, and ema- 
ciation. Finally, when the doctor got those symp- 
toms, he went to a surgeon for relief! Then, of 
course, nothing could be done. 

Doctor Woods makes an appeal for the special 
training of general practitioners in university 
medical schools. He feels that in university 
clinics there ought to be a special building for 
general practice. 


Immunity to Insect Bites 


Many PERsons state that they are largely im- 
mune to the bites of insects such as fleas and 
mosquitoes. R. M. Gordon recently remarked on 
this in the British Medical Journal. One remem- 
bers that Pepys, the great diarist, wrote that 
once he shared a bed with a certain Doctor Clark 
and during the night the fleas bit the doctor 
badly but did not touch Pepys. This amused 
Pepys mightily. 

Lately, observations have been made in which 
persons who said that mosquitoes did not bite 
them were made to thrust their arms into a 
cage in which there were many mosquitoes. The 
subject was not allowed to see what happened. 
Although the man may have stated that he was 
not bitten, observers noted that the mosquitoes 
had fed on his arm just as freely as they had 
fed on the arms of other persons used as con- 
trols. 

Evidently then, the man who can sleep in a 
bed full of bedbugs or fleas is an insensitive 
person. He gets bitten, all right, but he doesn’t 
feel it. 


Urticaria 


PropaBLy few physicians remember often 
enough that big giant hives are commonly due, 
not to the eating of some food, but to some emo- 
tional storm. One might cite the example of a 
woman covered with big hives ~ because she 
couldn’t make up her mind whether to leave her 
husband and to run away with another man. Or, 
again, a man became covered with giant hives 
when he gave up his good job to go with a new 
company as sales manager, and then found that 


legislation that would offer a positive alternative 


he was not going to get the promised job. A 
trained nurse used to get covered with big hives 
whenever she lost her temper. A girl always got 
covered with hives at examination time! 

In an article in the J.A.M.A. for August 19, 
1950, D. T. Graham and Stewart Wolf discussed 
this question, and concluded that in the cases 
of every one of their patients who could be ade- 
quately studied there was identified one leading 
factor in precipitating the coming of the hives. 
This was a feeling of intense resentment gen- 
erated by situations in which the person believed 
that he was unjustly taking a beating but could 
neither fight nor get away. 

According to these authors, what happens to 
the skin is an increased tendency of the arterioles 
and all the minute vessels to dilate. The sensi- 
tivity of the skin is increased to the local appli- 
cation of histamine and pilocarpine, and there 
is a marked dermographism. 

The lesson for the physician is that in these 
cases he must not hope to cure by taking away 
certain foods or by giving antihistaminics. His 
only hope of curing is through getting the pa- 
tient to adjust better to some problem in his life. 
Sometimes a man can be made to see that if he 
loses his temper or gets too resentful he will suf- 
fer for it. Often it is difficult to dig out the story 
of the tragedy which has led to the coming of 
urticaria, and to get it the physician must be 
persistent, tactful, and skillful. 


Against Antivivisection 


For years the directors of many societies for 
the prevention of cruelty to animals have been 
compelled by the noisiness of the few antivivi- 
sectionists in their group to refuse to supply 
medical colleges with unclaimed cats and dogs 
that are to be gassed and destroyed. To show 
the length to which the antivivisectionists will 
go in their hostility to medical research and 
medicine in general, in many cities the pound 
master is not allowed to sell even a dead animal 
to a university! 

After years of effort to get the directors of 
the societies for the prevention of cruelty to 
animals to see the folly of refusing unclaimed 
animals to medical schools, it is wonderful to 
see that at last the president of such a group has 
come out frankly in the Bulletin of the National 
Society for Medical Research for March-April, 
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responsibility is to carefully delete every vestige 


30 
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1950, to say that he believes that animal lovers 
should help rather than hinder medical teachers 
and research workers. He is Mr. Albert H. 
MacCarthy, Carvel Hall, Annapolis, Maryland. 

Every sensible man in the United States will 
be grateful to Mr. MacCarthy, and every one 
who can find the time should write to him to 
say how much he appreciates his stand. We who 
know the value of medical research should write 
if only because Mr. MacCarthy is going to receive 
many letters from uninformed people all over 
who will vilify him and call him harsh names. 


Throwaway Hypodermics 


ONE OF THE great advances in medicine came 
with the discovery of the hypodermic syringe. 
Another great advance came when the syringe 
was made all of glass, and the old dirty, con- 
stantly leaking, leather washers were thrown 
away. Those who have practiced for 50 years 
can remember what a nuisance it was to keep 
them clean and workable. 

The next big problem was how to make a 
throwaway syringe or some device that could 
be used in a hurry anywhere as on a battlefield, 
or that could be carried in a pocket or a woman’s 
handbag. Often a physician wishes that he had 
a ready-to-use or throwaway syringe, especially 
when he walks into a shack somewhere (where 
there are no facilities for sterilizing his syringe) 
and finds a man or woman writhing on the floor 
with a perforated ulcer or a stone going down 
the ureter. 

Often the patient with diabetes wishes he had 
a throwaway syringe full of insulin, and the 
woman who is suddenly seized with a severe 
attack of migraine while traveling wishes she 
could take an injection of Gynergen or DHE-45 
with a throwaway syringe. 

During the second World War, the Medical 
Corps was much helped by a little device called 
a surret, which resembled a miniature ointment 
tube with a needle attached. One had only to 
pull off the cover of the needle, stick the needle 
into the patient, and squeeze the little soft metal 
container. This was the ideal mechanism, but 
unfortunately, contact with metal tends to dis- 
integrate many chemical compounds. Possibly 
some day a method will be found for coating 
the metal with some inert substance, but as yet 
this problem does not appear to have been 
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would move to the A.H.A. There he and his staff 


solved, and of late we have not seen any surrets. 

Another invention which promises to revolu- 
tionize the process of hypodermic injection is 
the hypospray device. Men working around 
diesel engines discovered that occasionally, a bit 
of oil squirting out under tremendous pressure 
would go clear through the skin. Acting on this 
hunch, someone devised a tiny capsule which 
contained medicine under great pressure. This 
could be punctured in such a way as to squirt 
the medicine through the skin. Apparently some 
difliculties have been encountered in the manu- 
facture of this device, because, to our knowledge, 
it is not on the market. 

One point has become evident to all of the 
inventors working on these devices, and that is 
the need for an inert container so that no 
chemical changes can take place in it. The best 
material for these containers is glass. Some time 
ago an ingenious person took an ordinary am- 
pule containing a solution of a drug together 
with an inert gas under pressure, and connected 
this ampule through a small piece of rubber 
tubing to a hypodermic needle with a glass cap 
to keep the needle sterile. 

To use the device all one has to do is to pull 
off the little glass cover, stick the needle into 
the patient, break the neck of the ampule by 
pressing on it through the rubber tubing, and 
allow the gas to push the fluid through a little 
filter into the tissues. This device, called an 
Ampin, appears to be about as simple and prac- 
tical as one could wish for (Strong Cobb & Co. 
Inc.). More and more substances are being put 
up in these Ampins, and already many of them 
are to be found in emergency bags of busy phy- 
sicians. Other little throwaway syringes have 
been devised by Becton, Dickinson and Com- 
pany, Wyeth (Tubex), and others. 


Aid to Medical Education 


Wiru administration spokesmen and a consid- 
erable number of medical educators criticizing 
the A.M.A. for its alleged recalcitrant objec- 
tion to numerous proposals in Congress for fed- 
eral subsidies to medical schools, the Academy 
last month entered the controversy with a com- 
promise bill prepared at the instruction of the 
Board of Directors. Urged by Dr. R. B. Robins, 
speaker of the Academy's Congress of Delegates 
and vice-president of the A.M.A., to sponsor 


it has killed as many as 85 per cent of the ani- 


legislation that would offer a positive alternative 
to administration proposals, the Board of Direc- 
tors instructed the executive secretary to prepare 
a bill to be submitted to the A.M.A. for its con- 
sideration and approval. 

If approved by the A.M.A. Legislative Com- 
mittee, the bill will be presented to selected 
leaders in Congress for introduction as an alter- 
native to Representative Andrew J. Biemiller’s 
proposed law calling for federal grants to medi- 
cal schools to help expand facilities and increase 
student enrollment (H.R. 8886). 

Though his previous bills have never gotten 
out of committee, Representative Biemiller, radi- 
cal Wisconsin Democrat, has served notice that 
he will push for action on his bill when Con- 
gress reconvenes this month. 

The Academy’s proposal offers an inducement 
to individuals and corporations to contribute 
funds to medical schools. Under present tax 
laws, individuals may make gifts to charitable, 
educational, and scientific institutions in an 
amount not exceeding 15 per cent of gross in- 
come and deduct such gifts in figuring taxable 
income. Corporations are limited to 5 per cent 
of net income. The proposed bill would allow 
an equal deduction in addition for contributions 
to medical schools. 

Thus private philanthropy and civic conscious- 
ness would be substituted for federal sub- 
sidy. The amount of funds such a bill would 
produce is not known, but it would surely be 
sizeable. In the event Congress imposed an ex- 
cess profits tax on corporations next year, the 
total contributions made under provisions of 
this bill would almost certainly be enormous. 


The Value of Criticism 


Four LeTrers in further answer to a criticism 
from Miss E. Louise Williams, which was pub- 
lished in the September issue, appear in “Yours 
Truly” this month. It is not our desire to belabor 
unduly or interminably this point of whether 
the format of GP conforms to ideal library stand- 
ards. Let us make clear that we recognize Miss 
Williams’ objections as sound and valid, from 
her occupational point of view. If we were li- 
brarians, we should undoubtedly look at GP 
through the same kind of spectacles. 

As publishers and editors, however, we con- 
tinue firm in our conviction that our primary 


responsibility is to carefully delete every vestige 
of enteric coating from our writing and editing, 
to the end that our material is available for 
immediate assimilation by busy general practi- 
tioners. If, in so doing, we violate established 
canons of either medical journalism or reference 
library usefulness, we're sorry. When we break 
with precedent, it is not through any Freudian 
glee at being iconoclastic, per se, but by convic- 
tion that in so doing we best serve the interests 
of our primary audience—the family doctors. 

As we close the book on this particular inci- 
dent, may’ we conclude by expressing our appre- 
ciation for the friendly literary flurry which has 
grown out of it. We like constructive criticism. 
We like people with the courage and interest 
to stand up and voice their critical views. And 
we particularly like this evidence that our read- 
ers are forming positive opinions about GP. For 
should the day ever come when the only reader- 
reaction is one of indifference, we shall feel that 
we have failed to meet our journalistic obliga- 
tions. In the editorial sanctum, “Yours Truly” 
is considered one of the most important depart- 
ments of the magazine, because it is a sounding 
board reflecting the opinions, ideas, and wishes 
of our readers. 


Whose Standards? 
Early last spring the American College of 


Surgeons entered into negotiations with the 
American Hospital Association for the transfer 
of its thirty-year-old program in hospital stand- 
ardization to the A.H.A. For years there has 
been agitation from other groups in the pro- 
fession for the American Medical Association, 
which alone represents all physicians concerned 
with medical practice in hospitals, to assume 
complete and sole responsibility for the evalua- 
tion and standardization of hospital medical 
practice. Knowing this, and notwithstanding, 
when the A.C.S. decided to relinquish its pro- 
gram in this field, it entered discussions not with 
the A.M.A., but with the A.H.A., a lay organ- 
ization composed of hospital administrators and 
trustees. 

From an article published in the journal of 
the A.H.A., the deal apparently contemplated 
that Dr. Malcolm T. MacEachern, until recently 
associate director of the A.C.S. and long re- 
garded as Mr. Hospital in the United States, 
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would move to the A.H.A. There he and his staff 
would continue the inspection of hospitals and 
the approval of their professional standards 
under the direction of a twenty-five-man com- 
mittee, nineteen of whom would be hospital 
administrators and trustees, and only six of 
whom would be medical men. 

Though the storm of protests from other 
interested groups which arose when the news 
leaked out caused the A.C.S. to reconsider its 
agreement, they had already gone too far. At 
its annual meeting in September, the A.H.A. 
House of Delegates raised membership dues to 
finance the project and instructed its Board of 
Trustees to proceed forthwith to take over hos- 
pital inspection and standardization. 

When the A.M.A. first learned of the agree- 
ment—quite by accident—it was confronted with 
a fait accompli. Finally acceding to the demands 
of those who long ago insisted that control of 
hospital medical practice should be solely vested 
in the Council on Medical Education and Hos- 
pitals, the A.M.A. offered to take over the whole 
program. But the A.H.A. intransigently refused 
to surrender a new-won power long coveted. 

Two years ago the A.M.A. House of Dele- 
gates rejected a resolution sponsored by the 
American Academy of General Practice urging 
that the entire program be vested in the A.M.A. 
and instead commended the A.C.S. on its work 
in this field. Certainly the A.C.S. deserves great 
credit for its contributions toward improvement 
of hospital standards. But by entering negotia- 
tions with the A.H.A., without previous consul- 
tations with the A.M.A., it was guilty of an ap- 
palling error verging upon apostasy. 

The A.C.S. Board of Regents voted last month 
to continue its program as discussions between 
the A.C.S., the A.H.A., and the A.M.A. con- 
tinued. Undoubtedly this will be an important 
topic under consideration when the A.M.A. 
House of Delegates meets this month. Some kind 
of compromise joint program will likely be 
adopted. 


Dog Plague 
At tHE Hooper Foundation of the University 
of California Medical Center, Dr. Karl Meyer 
and K. T. Brunner have been studying lepto- 
spirosis, the disease which can decimate dog 
populations and which is becoming an increas- 
ingly great health hazard to man. In the past 
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it has killed as many as 85 per cent of the ani- 
mals afflicted. Now the research workers report 
that streptomycin and aureomycin are highly 
effective in the treatment of the animals. 

Meyer believes that owners of dogs can pro- 
tect their pets by having them treated with 
streptomycin before they leave a kennel or dog 
hospital. There is also an immunizing antigen 
that can be used. 

The infection travels in dogs, possibly in cat- 
tle, and certainly in man, through contact with 
objects soiled by the urine of rats. Once infected, 
dogs give the disease to other dogs and to man. 
They can give the disease by licking the master’s 
hand at a place where it has been scratched. 

In man the infection is known as Weil's dis- 
ease. There is also the swineherd’s disease 
which they get from their hogs. Fortunately, the 
disease in man is not so deadly as it is in the 
dogs. The men often suffer from jaundice. 

The disease is commonly found among poul- 
try handlers, slaughterhouse employees, fish 
workers, junk peddlers, and gardeners. It is likely 
that in most cases the disease is not recognized 
for what it is. 


Poisoning with Vitamin A 


PuysiciaNns must be on the watch for children 
to whom an overly solicitous mother has given 
too much vitamin A. The symptoms are usually 
loss of appetite, loss of weight, irritability, low- 
grade fever, skin rash, falling out of the hair, 


- enlargement of the liver, and a tenderness over 


the long bones. 

In Pediatrics for April, 1950, J. Caffey re- 
ported on more cases of poisoning with vitamin 
A. Some of his little patients developed hyper- 
ostoses on several of their bones. One child had 
been taking a teaspoonful of percomorph liver 
oil daily for months. Caffey concluded that when 
a child is getting an average good diet, the 
danger of poisoning the child with vitamin A 
is greater than the danger of not giving him 
any extra vitamin A. 

Mothers must be taught that with vitamins 
enough is enough. Obviously a child who is 
getting any milk, cream, or butter each day is 
getting plenty of D. The modern dietitians are 
so apt to forget that fifty years ago many children 
grew tall and straight without any drugstore 
vitamins. 
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BY DAVID G. MILLER, JR. M.D wANDo BLANCHE H. 
Morgantown, Kentucky 
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came apparent. A few nurses allowed labor to 
progress to the stage where it was necessary to 
call a favorite local physician to deliver the baby 
while I was on the way to the hospital, or even 
to call and say there would be no need for mak- 
ing the trip to the hospital as the baby was al- 
ready delivered. Many of my patients were refus- 
ing hospital obstetrics and that phase of practice 
dwindled away. The loss of obstetrics and the 
income derived there was not so serious as the 
loss of good will among those families who had 
never had another physician and who considered 
a refusal to promise a home delivery tantamount 
to desertion in a crisis. 


Disadvantages of Home Deliveries 


My wife and I were very reluctant to begin 
home deliveries because we well remembered the 
long trips over poor or nonexistent roads, often 
time after time when the labor was long; the 
long hours spent in a lamp-lit home, with a flick- 
ering log fire that barely warmed our shins and 
left our backs freezing. Often it seemed better to 
wait than to make the trip home and back again, 
discounting the chance of a precipitate delivery. 
We also wished to avoid the domestic chores 
that frequently fell to our lot, when the father 
had neglected to obtain a suitable practical nurse 
or even a hired girl, or had been unable to get 
any help. Often we had been forced to change 
the mother’s gown and bed and to improvise 
diapers, bands, and clothing for the baby who 
had already been greased (with lard until we 
learned to carry baby oil in the “Ob” bag). We 
had even cooked and served meals to the mother, 
as well as the older children. Often we had been 
forced to remain at the home for hours until the 
father returned with the “girl” he had engaged 
for the puerperium. We wished to avoid the con- 
stant and real threat of bedbugs, fleas, and other 
insect pests which we had brought home in our 
bags, topclothing, and soiled linens. A bedbug at 
2 A.M. is a minor calamity even in these days of 
DDT. 

A short period of hospital obstetrics had 


taught us that there were times*when additional 


supplies, too bulky or too infrequently used to be 
carried in the bags, were urgently needed in 
home deliveries. More than supplies, we missed 
consultations and additional personnel when 
emergencies arose, and the accoucheur and the 


one assistant were busy with the mother, leaving 
no one but untrained relatives or neighbors to 
See to the resuscitation of the baby. We vividly 
remember a few times when competent consul- 
tation might have saved the mother or the baby. 
Today we would not care to isolate ourselves 
for lack of telephones in the country home. We 
do not want to carry out obstetric procedures 
under surroundings comparable to those of 
kitchen surgery. 

A minor irritation associated with home ob- 
stetrics had been the refusal of the patient to 
even allow the vulva to be shaved, and to ve- 
hemently refuse an enema, although we saw 
those same patients submit to removal of all of 
the genital hair and to the use of enemas and 
bedpans in the hospitals. Incidentally, we could 
show statistically that the episiotomies performed 
when hair was combed from the wound with the 
needle as the sutures were placed, healed as well, 
if not better, than those done in the hospital 
with complete perineal toilet. 


The Decision to Do Office Obstetrics 


My wife and I had prolonged discussions 
about the problems associated with rural obstet- 
rics both alone and with the office staff. We re- 
membered that during the war years some of the 
local hospitals allowed the patients to enter only 
when in advanced labor and then sent them 
home by ambulance or taxi a few hours after- 
ward. 

We recalled the occasional patient who had 
come to the office so far advanced in labor that 
she was delivered there as an emergency pro- 
cedure. These patients were carefully observed for 
more than an hour, and transferred to the local 
hotel or the home of a relative until the degree 
of ambulation permitted them to return home 
by car, truck, or wagon. These patients did well 
and were as pleased as those who had been de- 
livered in the home. We decided that the in- 
creasing vogue for early ambulation (which had 
been practiced by rural women over our pro- 
tests for years) and the roughness with which 
hospital personnel transferred a patient from de- 
livery table to stretcher and then into her bed 
produced more trauma than would be sustained 
by our patients if we gently transferred them 
into an ambulance cot and sent them home, even 
if a portion of the ten to twenty miles travel was 
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by panel truck or four-wheel drive vehicle. 

We knew that throughout the United States, 
and especially in some of the Southern states, 
small clinics and lying-in homes had grown up 
nearby, or as a part of the physician’s office. 
These required some nursing personnel on a 24- 
hour basis, even though the family provided 
someone to remain with the patient at all times 
and the meals were brought in from a local 
restaurant or boardinghouse. In our town, as in 
many localities, it is dificult to obtain adequate 
assistance for office hours and emergencies, and 
impossible to employ nurses for round-the-clock 
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ready been set aside for patients who required 
more attention or a longer stay than usual. This 
room had a table, larger than the ordinary exam- 
ining table and equipped with a comfortable 
sponge-rubber mattress covered with a water- 
proof slip. We were already using this room for 
basal metabolism determinations, electrocardio- 
grams, intravenous administrations of glucose, 
saline, plasma, and occasionally transfusions. 
This room was adjacent to my private office, — 
readily accessible from the rear office or front 
office entrances, but far enough from the more 
frequently used examination and treatment 
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duty. We also found that these small clinics and 
offices with hospital beds were constantly being 
besieged with requests to furnish hospital care 
for other than obstetric patients. We fully real- 
ized that it would be impossible to provide ade- 
quate hospital care in our area unless some char- 
itable organization would bear most of the cost. 


Setting Up an Office Delivery Room 


We decided to provide complete delivery-room 
facilities, and to give adequate care with anal- 
gesia in our office during the labor. One room 
in a semi-isolated portion of the office had al- 
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rooms that a parturient there would give a min- 
imum disturbance to the other patients, and in 
turn, be quiet enough for the woman to doze 
between pains. 

Since we were twenty-six miles from the near- 
est hospital, it was necessary for us to provide 
space and equipment for emergency traumatic 
surgery. This room had been set aside for clean 
surgery and we decided to equip it for obstetrics. 
In addition to prohibiting work on all dirty or 
even potentially infectious patients in this room, 
we banned routine dressings of even clean cases 
and the examination of patients for other ills, as 
when the other rooms were full. We instituted 
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Pictured on these two pages are 
typical scenes in the rural practice 
of Doctor Miller, who appears in the 
picture to the left. For those obstet- 
ric patients who refuse hospital de- 
livery because they can afford nei- 
ther the expense nor the time away 
from the rest of their families, Doc- 
tor and Mrs. Miller, who work as a 
team, set up an office delivery room. 


Below: The delivery room is prepared 
for immediate use. 


Below: A supply cabinet containing IV fluids, plasma, 
and extra oxygen and carbon dioxide is con- 
veniently located in a corner of the delivery room. 


Right: A Mayo table holds the instruments 
3 from Pack B, which are ready to use, and 
3 Pack A, which is opened. The pan containing 
; Pack B will be used for a placenta basin. 
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Above: In an examination room for the 
baby, basin, sponges, and baby oi! are 
easily available, as well as 1 per cenit 
silver nitrate and a tank of CO. and O.. 
Above right: R. E. West, technician, photo- 
graphs the pelvis of an “Ob” patient. 


Above: Miss Gladys Morris sterilizes the sup- 
plies in an autoclave which is located in the 
room over the boiler apart from the office. 


Above: “Ob” patients who insisted on home 
delivery often lived in cabins such as this, 
where Doctor Miller once delivered a baby. 


af Right: This picture of the interior of the cab- 
in, which consisted of one room and a lean-to, 
a shows the crude and crowded conditions in 
which Doctor Miller had to perform his tasks. 
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additional care in scrubbing the tables, walls, 
and floors and we used ultraviolet light for air 
sterilization, soon after each delivery. 

The first deliveries were done with equip- 
ment in the bags, merely “setting-up” in the 
more convenient location instead of the home. 
This was no new procedure because our staff 
was familiar with home deliveries, and for many 
months during the war years it was necessary 
for us to take our “Ob” bag into the hospital 
delivery rooms in order to be assured of imme- 
diately available supplies that we used, but that 
other members of the hospital staff did not re- 
quest. The equipment for pudendal block, a 
sterile vaginal speculum, and apparatus for suc- 
tioning the pharynx of the baby were most often 
missing. For speed, safety and economy, we 
added to the existing equipment in our delivery 
room. By removing the end of the table that is 
ordinarily dropped for pelvic examinations and 
replacing the heel stirrups with Bierhof crutches, 
we provided a satisfactory table for deliveries. 

The delivery room was furnished with a metal 
cabinet holding sterile supplies, a dressing cart 
holding a drum of towels, canisters of sterile 
4x4’s, jars of sutures, and antiseptics. In trays 
there are sterile instruments, and catheters of var- 
ious sizes, so that setting-up is made easy. A 
dropped instrument can immediately be re- 
placed, and additional instruments are readily 
available. A small Mayo table, a two-basin solu- 
tion stand, a foot-controlled soap dispenser, and 
a scrub sink were already present as a part of the 
surgical equipment. A plywood arm _ board 
60x10¥% inches could be laid across the radiator 
for additional table space. 

A small wall cabinet, that may be locked, was 
installed near the head of the table. This cabi- 
net contains the narcotics and barbiturates, am- 
pules of sedatives, oxytoxics, syringes, needles, 
and all other equipment needed during a de- 
livery by the accoucheur, anesthetist, or circu- 
lating nurse so that one person can remain at the 
patient's head and reach any supplies needed by 
the physician. This person can give inhalation 
anesthesia or administer any indicated drugs in- 
tramuscularly or intravenously. 

For years we had used a pressure-cooker-type 
autoclave to sterilize obstetric packs, towels, 
gloves, flats, solutions, and all supplies that we 
did not wish to boil. We replaced this with a 
war surplus, gasoline burner, field-type, auto- 


clave for approximately $45. For less than $50 
more it was converted to burn bottle gas, and 
connected to the water supply and drain. This is 
easier to operate than the pressure-cooker type 
and has a capacity equal to the autoclave used 
by many small hospitals. 

Several years before this, the critical illness 
of a relative induced us to purchase an oronasal 
face mask and flowmeter for B and C tanks of 
oxygen or other gas mixtures. This is mounted 
on a freely-movable stand. We prefer 5 per cent 
carbon dioxide in oxygen with suctioning of the 
infant's pharynx and manual artificial respira- 
tion to the more violent types of mechanical 
respirators. External heat is applied to the infant 
by means of an electric hot pad with a multi- 
temperature control. 

About two years ago, we felt it advisable to 
purchase an incubator and keep it at the nearest 
hospital for our small and premature infants. 
This incubator is used for any infant requiring 
care in that nursery, if it is not already occupied 
by one of ours. In turn the hospital has loaned 
us a bassinet for term deliveries at our office. 
This is lined with a sterile sheet and warmed 
with the hot pad while the delivery room is 
being set up. 

We have purchased a few short hospital gowns 
for the patient to wear during labor and delivery 
and furnish face masks for any of the infant's 
family who seem to have a respiratory infection. 


Prenatal Care 


In addition to our routine prenatal care, we 
give the mother and, if possible, the relative 
who will accompany her to the office for delivery 
additional instructions during the last month of 
her pregnancy. She is given a few capsules of 
Tuinal 0.1 Gm. and told to take these for back- 
ache or cramping. If she is not relieved by two 
capsules taken at two- or three-hour intervals, 
and if she thinks pains are firm and regular, she 
is told to take an enema and expel it (one 
badly frightened patient refused to strain enough 
to expel a quart enema during labor and delivery), 
and to report to the office. Patients are instructed 
that the loss of a quantity of water in a sudden 
gush or painless bleeding is an indication for 
lying down immediately and for coming to the 
office by ambulance rather than riding in a car, 


truck, or jeep. The psychology of having the pa- 
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tient come to the office for labor has proven an 
effective barrier against the few women who 
prefer to remain at home until the last minute 
and then have you rush out for a home delivery. 
The obstetric patient and her family are advised 
that our office should be notified as soon as labor 
is established, so that we will be either at the 
office or readily available when the labor has 
definitely begun. 

The mother is instructed to bring clothing for 
the baby azcording to the outside temperature, 
with two or more blankets and six diapers, bands, 
and pins. Most of them bring their favorite baby 
oil and talcum. The mother is advised to come 
in a comfortable gown and housecoat or robe, 
or overcoat, and to bring a clean gown to wear 
home. They are advised to have sanitary napkins 
and belts, or to purchase them while in early 


labor. 


The Need for Avoiding Haste 


We repeat an oft-voiced thesis when we again 
state that most obstetric errors are caused by 
haste on the part of the attending physician. 
Usually this haste is the result of anxiety to re- 
turn home to bed or a desire to rush back to an 
office full of patients whom the physician knows 
(or fears) are waiting for him. We find that 
having the woman in labor come to the office 
allows regular office hours to be held with little 
or no disturbance of the usual work. 

When the labor takes place at night and the 
first examination reveals that several hours will 
elapse before delivery, perineal toilet and enema 
are delayed for a while, and if the bladder is 
emptying properly, 100 mgm. of Demerol is given 
intramuscularly and the patient is urged to try 
to sleep. The member of the family who has 
accompanied her is shown how to use the dial 
phone to call us. She is shown where the water 
and soft drinks are to be found, and instructed 
to call us if the discomfort becomes severe or 
there seems to be a marked change in the char- 
acter of labor. This means that one can sleep 
from 4 to 6 hours at home, and later in naps of 
1 to 2 hours in the office as labor progresses. 
Waiting for labor to progress is much less te- 
dious when one is at home than when one is in 
an alien environment. 

Most of the patients arrive at the office after 
taking 0.2 to 0.3 Gm. Tuinal, and many do not 
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need more analgesia for several hours. We do 
not hesitate to administer the barbiturate in 0.2 
Gm. doses every 2 to 4 hours, or Demerol 100 
mgm. every 3 to 4 hours. The choice of drugs is 
influenced by the individual response and our 
knowledge of the woman’s idiosyncrasies, or the 
excitement produced by certain drugs. 


Preparations for Delivery 


When each patient arrives at the office, re- 
gardless of the last prenatal visit, she is immedi- 
ately examined. First the blood pressure is ob- 
tained and a voided urine checked for albumin. 
If this is positive, a catheterized specimen is im- 
mediately obtained; if not, a later specimen of 
catheterized urine is examined. The abdomen 
is carefully examined by inspection and palpa- 
tion to determine the degree of emptiness of the 
bladder, the position of the fetus, and the degree 
of descent and engagement of the head. The 
fetal heart is listened to, and the condition of 
the fetus determined by the rate and regularity 
of the beat. The size, and especially the weight 
of the fetus, are estimated to determine prema- 
turity. The location of the placenta is noted and 
one looks particularly for evidence of placenta 
previa. A rectal examination is then made and 
the presentation and position rechecked. The 
degree of effacement and dilatation are then de- 
termined, and if we can be certain, the patient 
is followed with a minimum of rectal examina- 
tions. If the results of a rectal examination do 
not seem clear-cut, we do sterile vaginal exami- 
nations, first preparing the patient. If there is 
the slightest question of disproportion, or a fetal 
position that is not easily diagnosed we immedi- 
ately resort to x-ray films, ranging from scout 
films to radiographic pelvimetry. Throughout 
labor we try to follow the patient with rectal ex- 
aminations, but we do not hesitate to employ a 
sterile vaginal examination when the rectals are 
uncertain, or if the patient has so many hemor- 
rhoids that rectals are unduly painful. 

While we do not fully subscribe to the prin- 
ciples of “natural childbirth” we do feel that the 
parturient is helped both mentally and in the 
progress of labor if she is kept informed about 
her true condition and constantly reassured. Fre- 
quent explanations help her to relax, and we 
find that most often the patient who needs the 
most “vocal analgesia” is the woman who has 
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had a difficult delivery before without adequate 
analgesia and obstetric assistance, rather than the 
primipara who trusts and relies upon us to care 
for her, knowing that we will not hesitate to call 
for additional assistance or consultation if it is in- 
dicated. 

The entire vulvar and perineal region is shaved 
although we sometimes spare the hair above the 
symphysis when the patient especially asks us 
to do so, but never if episiotomy or forceps de- 
livery is anticipated. If the rectal examination 
shows feces in the rectum, an enema is given. 
This may be repeated if labor lasts long enough 
for more fecal material to accumulate below the 
fetal head. Scrubbing of the vulvar region with 
soap and water is repeated if it becomes soiled 
during labor. 

We do not rupture the membranes routinely 
when we feel that the cervix is “ripe” and this 
procedure will induce labor at a time more con- 
venient for us, but do not hesitate to employ 
this procedure when we think it will shorten 
labor without harm to the mother or child. We 
definitely feel that the patient should not be al- 
lowed to be up wandering about town or pur- 
suing her usual household duties after the mem- 
branes are ruptured. While rupture of the mem- 
branes is carried out under strict asepsis, we do 
not transfer these women to the delivery room, 
but perform this simple act in the labor room 
while the patient is on a bedpan. 


Care During Labor 


During labor the parturient is encouraged to 
drink water freely, and if it appears that the 
time of delivery is 6 or more hours away, she 
is allowed a light diet. If she is nauseated or 
vomiting and the fluid intake is low or if she ap- 
pears to be dehydrated, we administer 10 per 
cent dextrose in saline plus B complex. Fruit 
juices and the semisolid foods allowed are pur- 
chased at one of the restaurants by members of 
the family and brought by them to the patient. 

All patients are catheterized during the last 
of the first stage of labor, usually after they are 
in the delivery room, but whenever there is in- 
dication that a patient has not completely emp- 
tied her bladder, she is asked to void and then 
catheterized. Many times we find a residual of 400 
to 700 cc. of urine, and emptying the bladder 
allows the head to descend much more rapidly, 


or to rotate out of the transverse position so that 
progress is accelerated. At least every 8 hours a 
urine is examined for albumin and casts, for we 
have found that long labors bring out incipient 
toxemias, especially among those patients who 
have refused prenatal care, or have been re- 
ferred to us by another physician or midwife 
after a prolonged labor in the home. We believe 
that during labor, albumin appears in the urine 
before any significant rise in blood pressure 
occurs. 

When it appears that delivery will occur in 
1 or 2 hours, depending upon the discomfort 
of the patient, the delivery table is wheeled into 
the labor room and the woman is transferred to 
the delivery room. Using the table in this man- 
ner eliminates the need for a wheeled stretcher, 
and permits short turns and narrow doors to 
be safely traversed. 

I am fortunate in having an office assistant, a 
wife, and a technician who each can circulate 
and properly administer the supplementary chlo- 
roform anesthesia. Usually the assistance of one 
of these associates is all that is required, but the 
receptionist, the office maid, and even my 12- 
year-old son are levelheaded persons who know 
sterile technique; they know how to administer 
oxygen and artificial respiration to a baby, or 
to prepare hypodermic injections, and they fol- 
low orders and render assistance in an emer- 
gency. The lay employees have been taught 
our technique in office practice. 

In the delivery room we place the parturient’s 
legs in the Bierhof crutches and have her grasp 
the hand-holds on the table. We rarely use 
restraints in the delivery room, realizing that no 
one likes the feeling of “being tied down” and 
that restraints give rise to a feeling of animosity 
which is not present in the woman who feels 
free and therefore co-operates more fully. Oc- 
casionally hysteria or the need for deep inhala- 
tion anesthesia require restraints. 

The delivery room “prep” consists of washing 
the vulvar region with soap and water and 
liberally painting it with a mercurial antiseptic, 
usually Phemerol Topical, carefully covering the 
entire region twice. We drape the patient by 
slipping a sterile sheet under her hips, spreading 
one over each leg and crutch, and over the 
abdomen and arms; the anal region is covered 
with towels, held in place with small towel clips, 
usually the Jones type. 
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Areas to be infiltrated for episiotomy. Enter needle 
in Fourchet, infiltrate perineum (2 per cent pro- 
caine) in Sectors 1, 2, 3, then No. 4. 


For low-forceps operation, the pelvic nerves must be 
blocked, too. No. 5, long external superior perineal; 
6, internal pudendal (the finger is inserted into va- 
gina or rectum to find the spine and orient the 
needle); 7, the branches of the fourth sacral in the 
ischiorectal fossa; 8, the lesser sciatic along the ramus 
pubis. Both sides must be blocked (see illustration 
on page 45). Use no more than 5 ounces of 1 per 
cent solution. 


Anesthesia 


Except for the rare patient who refuses all 
analgesia and anesthesia, and the one with a 
precipitate delivery, we depend upon pudendal 
block for the late first and second stage anes- 
thesia, supplement this with whiffs of chloro- 
form as a contraction begins. We do not use 
saddle-block, low- or heavy-spinal anesthesia, 
due to our familiarity with the pudendal block, 
because we have some reservations about punc- 
turing the dura when we know that the patient 
will strain. Also, some of our patients fear the 
“puncturing of my spine.” Demerol or intra- 
muscular or intravenous barbiturates are re- 
peated if necessary during this period of labor. 
We cannot see that any of these drugs embar- 
rass the infants’ respiration. 


The pudendal block is carried out with a 
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1 per cent procaine solution, which we make 
and sterilize, usually 500 cc. at a time. To each 
30 cc. of the procaine solution used, we add 5 
drops of epinephrine 1:1000 just before the 
block is to be done. A sterile dropper bottle in 


’ the delivery room facilitates this addition by the 


person circulating. The accompanying illustra- 
tions give an idea of the anatomy of this region 
and our technique. We learned the original 
technique from DeLee’s obstetric movies, and 
have modified it slightly during the past 10 
years. 

Using a %4-inch 24-gauge needle, skin wheals 
are made about 1% inches to each side of the 
perineal body on a line just above the anal 
margin. This needle is exchanged for a 4 to 
5-inch 22-gauge spinal needle. We find that 
spinal needles with a bead near the hub are 
the safest. We also like a 10 cc. Luer-Lok 
syringe with finger and thumb rings for ease in 
filling and injecting the procaine. When the 
spinal needle is introduced through the skin 
wheal, a small amount of procaine is injected 
just ahead of the needle as it is advanced, and 
a finger is inserted into the vagina to guide the 
needle to the ischial tuberosity where the 
branches of the 4th sacral nerve are blocked by 
injecting 5 to 6 cc. of the procaine solution. The 
needle is then partially withdrawn and reintro- 
duced to the ischial spine where the small 
sciatic is blocked with 5 or 6 cc. additional 
procaine solution. This is repeated on the other 
side of the pelvis. 

After a finger is introduced into the vagina, 
the remainder of the block is carried out by 
using a hemostat to remove and replace needle 
from syringe and care is taken not to touch the 
needles, syringe tip, or procaine solution. We 
have had no abscesses since these precautions 
were adopted, whereas two occurred in our early 
use of the pudendal block. We use the same 
skin wheals as sites for the introduction of spinal 
needle into the labia where it is directed up to 
the level of the clitoris and about 10 cc. of 
procaine solution is deposited in that region and 
as the needle is withdrawn to block the anterior 
nerve branches about the clitoris. If need for 
an episiotomy is expected, the line of incision 
is infiltrated at this time. Within 10 minutes, 
there is beginning anesthesia of the vulva which 
increases during the next 10 to 20 minutes to 
produce complete anesthesia and relaxation of 
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the outlet. There is a varying amount of allevia- 
tion of the abdominal pain, or complete relief 
if by chance most of the procaine solution was 
deposited around the outlets of the sacral nerves. 
Usually the backache is completely relieved. 
After complete dilatation, the parturient often 
requests that the supplementary anesthesia be 
discontinued. 

This anesthesia will permit any obstetric 
operation that we wish to do except versions. 
Until you have made use of this useful regional 
block, you will be unable to appreciate the 
tremendous relaxation of the birth canal and the 
ease with which labor progresses in contrast to 
the slowness when tense perineal muscles pre- 
vent descent of the head. 


Second Stage of Labor 


We do not hesitate to perform episiotomy or 
use low forceps whenever we feel that the 
mother will be less fatigued or the baby less 
traumatized. Forceps are also used when dilata- 
tion is complete and the baby evidences distress 
or impending toxemia, or when marked maternal 
fatigue develops. We repair the episiotomy 
wound and the small lacerations which may 
result from our mistake in thinking that the 
patient will not need an episiotomy. We use 0 
to 2 chromic catgut, closing the wound in layers 
anatomically, and while we never deliberately 
do a perineorrhaphy following delivery, we 
frequently make obstetric repairs in such a man- 
ner that the same result is accomplished. 

Immediately following delivery of the head, 
1 cc. of Pitocin is administered intramuscularly. 
When the posterior shoulder is delivered, 1 cc. 
of Ergotrate is given intravenously. We find 
this conserves blood, although it may prolong 
the third stage. When the baby is removed 
from the mother’s abdomen the uterus is pushed 
up into the abdomen and massaged by an assist- 
ant whose hand is kept between the symphysis 
and the body of the uterus. During the third 
stage, we carefully watch for bleeding and 
definitely feel that maternal blood should be 
conserved by any reasonable procedure. Ergo- 
trate and Pitocin are repeated if blood loss 
approaches 200 to 300 cc. If during the third 
stage one edge of the placenta separates with 
more bleeding than we like, or if the placenta is 
caught in the cervix, we do not hesitate to invade 


the uterus for its manual removal. Extreme care 
is used in inspecting the placenta and mem- 
branes in an effort to insure complete expression 
of the entire decidua. 


Control of Excess Bleeding 


In approximately 50 cases of patients delivered 
in the office and a like number in the hospitals, 
during the past 3 years there have been about 
15 who bled from the lower uterine segment. 
These patients had a firmly contracted fundus, 
but the cervix and lower uterine segment would 
not contract unless irritated by bimanual mas- 
sage or by packing. We carefully inspect for 
cervical lacerations and if any are found, we 
repair them. Most often there are no lacerations 
and the uterus resembles a grapefruit with 3 
or 4 inches of soft cuff dangling from it. When 
contraction of this portion of the uterus was 
first noticed, we used sponge forceps to pull 
down the cervix for minute inspection and 
found that the bleeding immediately ceased and 
the lower uterine segment contracted. 

Early in our practice many of these patients 
had bimanual massage for an hour or more 
before we felt that bleeding was adequately 
controlled. This prolonged massage is painful 
to the patient and wearing on the physician. 
We found that a gauze pack loosely inserted into 
the cervix below the firm fundus and then 
packed tightly into the vagina will provide as 
satisfactory irritation and stimulus for contrac- 
tion as bimanual massage, and will free the 
accoucheur to care for the baby. Saving the 
mother 200 to 400 cc. of blood provides her 
with almost as much as she can manufacture in 
a month, and if the diet is marginal, perhaps 
more than a month’s production of hemoglobin 
will be salvaged. (The advantage of this to the 
mother is obvious, even when transfusions can 
be given for only a $7.50 service charge.) The 
packs are removed in the delivery room in about 
1 or 2 hours in about half of these cases, with 
no further bleeding and the remainder in 12 
to 24 hours in the home. Often our office 
assistant is sent out to check the mother and 
baby and to remove the pack. 

Immediately following the completion of the 
delivery, even at the end of the second stage, 
patients have any needed treatment instituted. 
This includes the administration of glucose, 
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magnesium sulfate, sodium amytal, or other 
such medication, or giving plasma or whole 
blood. The perineum is cleansed, pad applied, 
the lower end of the table replaced, the patient's 
legs are stretched out, and she is allowed to 
assume the position she finds most comfortable. 
She is carefully observed for 2 hours, especially 
for relaxation of the uterus and abnormal bleed- 
ing. At the end of this time, she is changed into 
her gown, transferred to an ambulance cot and 
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tioned with a DeLee tracheal catheter and trap, 
or a soft rubber-tipped bulb syringe, often before 
the shoulders are delivered. The infant is received 
into a sterile sheet, placed on its right side with 
the head down in a warmed bassinet. One of 
the office staff or a member of the family con- 
stantly remains with the infant until we are 
certain the trachea and bronchial tree are free 
of mucus and there will be no further need 
for respiratory stimulants, oxygen, or artificial 
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The nerves of the female pelvis (Kelly and Savage). 


sent home. The exceptions to this are the few 
who are toxic or who might be expected to bleed 
excessively. These patients are kept at a local 
hotel or in the home of a friend or relative in 
town. 


Care of the Newborn 


Unless there is a maternal indication for im- 
mediately removing the baby from the mother’s 
abdomen, it remains there until the cord has 
ceased to pulsate. The cord is then clamped at 
the maternal end, and doubly tied or clamped 
at the fetal end. The infant’s pharynx is suc- 
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respiration. When the infant has been trans- 
ferred to the bassinet, if cry is lusty and respira- 
tion well established, it is cleansed and oiled 
with one of the commercial baby oils; the cord 
is checked for oozing, cleansed with alcohol, 
and a sterile dressing applied. This is held in 
place by the usual band. The baby is dressed 
in the minimum of clothing required by the 
outside temperature and wrapped in a blanket. 

If there is cyanosis, poor or absent respiration, 
the physician takes the baby and leaves the 
mother in the care of an assistant. The infant 
is placed in shock position, resuctioned, to be 
sure the air way is free of obstruction, given 
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Coramine, Alpha-lobeline or a similar respiratory 
and cardiac stimulant in a gluteal muscle, oxy- 
gen-carbon dioxide mixture with a face mask 
and artificial respiration begun. External heat 
is applied, especially to the small infants. Vita- 
min K is routinely given. 

Careful check of the infant is made first by 
the assistant who cleans and dresses it, and then 
by the physician. They look for congenital de- 
fects, especially noting absence of cleft palate, 
free mobility of the tongue, and if the baby has 
not voided and passed meconium from its rec- 
tum, the prepuce is retracted or urethra searched 
for, according to sex, and a digital examination 
of the rectum is done, especially feeling for 
rectal obstructions in the form of bands or 
inspissated meconium. Genital defects are too 
often overlooked by both the physician and the 
family until a child is several years old, particu- 
larly undescended testicles, a common defect in 
our practice. 

A Kentucky Statute requires the instillation 
of 1 per cent silver nitrate into the baby’s eyes, 
but we follow with ophthalmic ointment of peni- 
cillin, bacitracin, or any of the sulfonamides 
when we see or fear any evidence of eye infec- 
tion. We consider the check for cord oozing 
and defects, and the instillation of silver solution 
so important that, before the baby is shown to 
the parents, the person cleansing and dressing 
the baby and the physician check each other 
on these procedures. 

The infant is weighed and the weight re- 
corded. In cold weather babies weighing less 
than 6 pounds, and in warm weather less than 
5 pounds, are considered premature and as soon 
as feasible are transferred to the hospital for 
care in the incubator or nursery as indicated. 
In cold weather, a heated car, hot water bottles, 
and oxygen help to make this transfer safe. Since 
hospitals will not admit infants delivered outside 
the hospital to the newborn nursery, we attempt 
to deliver any of the babies we know or suspect 
of prematurity in the hospital so that they may 
be cared for in the newborn nursery, but since 
premature infants are often the result of pre- 
cipitate deliveries, we more often than not have 
a baby in the incubator outside the newborn 
nursery. 

We wish to stress two phases of the care of 
the infant for both home obstetrics and office 
or hospital deliveries when the infant is not to 


remain in a carefully supervised nursery. First, 
that the cord be doubly tied and carefully 
checked to insure no oozing before leaving the 
delivery room; second, that the respiratory tract 
is freed from as much aspirated mucus, amnio- 
nic fluid and fragments of membranes as possible 
before leaving for home. Babies have died from 
respiratory obstruction and umbilical hemorrhage 
in hospitals and we think both types of death 
are wholly preventable. 


Post-partum Maternal Care 


In rural Kentucky, the superstition has arisen 
that the new mother must not be allowed to 
sleep for several hours after a delivery, lest she 
bleed to death without the knowledge of the 
family. We have largely avoided this unneces- 
sary loss of additional sleep by carefully showing 
the new mother, and the relative who has ac- 
companied her the office, where the _post- 
partum uterus is normally found, how it feels 
when firmly contracted, and how to massage 
it if unusual bleeding begins. We always stress 
that proper massage of the uterus through the 
lower abdominal wall may be the difference 
between life and death. 

The mother and family are instructed in the 
care of the mother’s nipples, how to stimulate 
lactation, how to prepare a breast binder from 
three diapers to hold the breasts to the front, 
and to lie on her side and nurse the baby from 
the breast of the opposite side. This prevents 
kinking of the outer lacteal ducts and helps 
prevent abscesses. The relationship between 
nursing and afterpains is explained. We do not 
feel that the mother should get out of bed until 
uterine bleeding is not increased by using a 
bedpan with high back rest improvised with a 
chair and pillows. Then she may sit on the side 
of the bed, dangle her feet, and begin ambula- 
tion. We discourage leaving the room during 
the first 7 days post-partum, unless a bathroom is 
immediately adjoining. She is given a light 
diet for 3 days and then her regular diet, with 
advice to increase the intake of foods that we 
know or suspect are lacking in her diet. The 
mother is instructed to take one of the phenol- 
phthalein laxatives, or milk of magnesia as re- 
quired on the second night. If there is no bowel 
movement following breakfast the next morning, 
she is to be given an enema. 
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Home Preparation of Formula 


The mother and family are given a simple 
formula for the baby, and usually samples of 
carbohydrate for use during the first few days 
until lactation can be established. (This formula 
can be prepared by boiling the bottle, nipples, 
cups, spoon, can opener, etc., in the morning, 
adding the prescribed carbohydrate to the water 
in the freshly-boiled bottle, capping it, and ad- 
ding the evaporated milk just before the infant 
is to be fed. The top of the milk can is cleansed 
with alcohol and allowed to dry before the milk 
can is opened. The family is especially cautioned 
to leave the milk in the can and not to pour it 
into a “nice clean jar.”) This formula may be 
used until lactation is established, to supplement 
inadequate breast feeding, or for the entire feed- 
ing of the baby. So many homes lack refrigera- 
tion, or the families wish to travel or visit with 
the babies that we give all of our instructions in 
terms of one feeding—not a 24-hour supply. 

The mother and family are advised to offer 
boiled water between feedings, and to carefully 
check on the amount and frequency of elimina- 
tion during the first few days. The use of a 
simple glycerine soap suppository or infant 
syringe is carefully explained. 


Medications Prescribed 


We routinely prescribe Ergotrate for the first 
3 days post-partum, and longer if indicated. Mild 
discomfort and afterpains respond well to Derflet 
green, manufactured by Cole Chemical Com- 
pany,’ but codeine or Demerol can be added for 
severe pain. When there is reason to suspect 
infection, we give penicillin in the office and 
prescribe aureomycin or sulfonamide. The pres- 
ence of a maternal respiratory infection or ex- 
tensive obstetric maneuvers demands the use of 
these drugs. 

When the mother requires suppression of 
lactation, as for example, when her baby is 
premature and in a hospital, she is usually given 
25 mgm. diethylstilbestrol at bedtime for 3 to 5 
nights. If this is nauseating, she is given camphor 
in oil intramuscularly. 


1Powder of ipecac and opium (Dover's powder) 
Y% gt.; atropine sulfate 1/500 gr.; acetophenetidin 1% 
gt.; aspirin 2 gr.; camphor monobromated % gr.; caf- 
feine alkaloid % gr. 
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We rarely prescribe drugs for the mother’s 
bowels, but instruct them to purchase a mild 
laxative at the drug store. 


Results 


It is impossible to make statistical observations 
about this group of patients who were delivered 
in the office, but some results stand out in our 
experiences with approximately 50 office deliver- 
ies. There has been no maternal death. None 
of the more than 20 episiotomies has broken 
down or failed to heal per primum, and to my 
knowledge only one patient had a post-partum 
temperature of above 100°F. This patient bled 
rather profusely from the lower uterine segment 
as she had done several times before, and the 
cervix and vagina were packed to control this 
bleeding. She was not given penicillin and sul- 
fonamide until the third day when she had a 
chill. This was due to an oversight. When 
penicillin, sulfonamide, and aureomycin were 
used, none of the other 6 patients who were 
similarly packed had fever. 

There was no evidence of venous thrombosis 
or emboli among these mothers. 

All of the infants lived and were normal. 
There were two premature infants delivered in 
the office and transferred to the incubator at the 
hospital. One weighed 4 pounds 2 ounces, and 
the other 3 pounds 4 ounces. A third premature 
was delivered in the hospital by Cesarian section 
due to an actively bleeding placenta previa. This 


_infant also weighed 3 pounds 4 ounces. 


Conclusions 


To us the most important conclusions are that 
this type of practice is feasible and that it has 
demonstrated certain advantages for both the 
physician and the patient. 

The physician has the personal satisfaction of 
knowing that his obstetrics is of the type done 
in good hospitals and on a par with that done 
by his urban colleagues, even those who limit 
their practices. He is able to do this superior type 
of obstetrics at a cost that is little more than 
that of much poorer home deliveries. There has 
been a steady increase in our obstetrics practice. 
which was dwindling away when the much more 
expensive hospital deliveries were required by 
the physician. There is money that would go for 


ambulance fees and hospital expenses immedi- 
ately available for the physician. 

The patient likes office obstetrics because of 
the financial saving. To those who carry Blue 
Cross and Blue Shield insurance, we soon hope 


to be able to say that fees will be paid just as 


if there was a hospital delivery. As previously 
described, their saving amounts to about $60. 
The family life is not disturbed by up-rooting 
other children and sending them away from 
home if there is to be a home delivery, or by 
taking the mother to a hospital. While at home 
the mother can oversee the usually inadequate 
domestic employees who are now available, and 
can be with her family every day. In rural areas 
she very often does not see her other children 
from the onset of the labor until she returns 
home, and the husband is allowed to see her a 
short time after the delivery and cannot return 
to the hospital because of distance and need of 
being with the other children. There is no mess 
for the family to clean up afterward as there 
is in a home delivery, especially when the baby 
is born in the middle of the bed. 

Our mothers tell us that the usual $10 fee for 
labor and delivery room that we charge is less 
than the cost of cleaning up in the homes. This 
fails to include the cost of discarded bedding, 
even mattresses and feather beds by the super- 


stitious who feel that they must burn up any- 
thing stained with blood and amnionic fluid. 

The mother has a feeling of added protection 
when she is in the office. She knows that addi- 
tional equipment that could not possibly be 
carried along for a home delivery is available, 
and that additional personnel, either from the 
physician’s office or in the form of a consultant 
can be easily obtained. She also knows that 
should need for hospitalization arise, by being 
in the office she has already made the most 
difficult portion of the trip from her rural home. 

Our feeling that office obstetrics is a solution 
for a difficult problem in rural areas has been 
heightened by the knowledge that other physi- 
cians, both in our immediate area and in local- 
ities with much better roads and higher per 
capita income, have adopted this plan. 

A casual remark by a patient proved to us 
that we were right. This woman had had four 
children delivered under the cover by another 
physician. We delivered her fifth in her home 
and great tact and persuasion were required to 
prep turn her across the bed and drape her, 
without shaving. She had her sixth child in 
the office with complete perineal toilet and 
enema. As she left the office she said, “Doctor 
Miller, why in the world didn’t you and Blanche 
think to do this sooner?” 


Muscle 


OFTEN A PATIENT is told that pain somewhere in his body is due to spasm of a muscle, but 
according to A. Harell, S. Medd, and E. Mueller, this is not necessarily true and in many 
cases the examiner is mistaken. What looks like spasm may be a contracture with fibrosis, or 
a rigidity. 

The : state that the surest way in which to tell what is going on in a muscle 
is to get an electromyogram which is a record of the activity of the muscle fibers. If a muscle 
is not contracting, there is little to see in the electric record. 

With this technique, it was shown that many a muscle that was supposed to be in spasm 
was at rest. In only 2 out of 100 patients suffering from poliomyelitis was there any sign of 
the supposed spasm of muscles, at any time in the first 14 days of the disease. 

The investigators did not find the spasm they expected to see in the back muscles of persons 
complaining of backache. 
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Lhe and feundive 


BY MALCOLM B. DOCKERTY, M.D. 


Mayo Clinic, Rochester, Minnesota 


An understanding of the histopathologic changes, particularly 
those of the liver, which are associated with clinically manifested 
jaundice will aid the physician in deciding when a jaundiced 
patient is or is not a candidate for surgical exploration. 


JAUNDICE or icterus is the condition in which 
there are hyperbilirubinemia and deposition of 
bile pigment in the tissues of the body. It is man- 
ifested clinically by a yellowish or greenish dis- 
coloration of the skin, sclerae, and mucous mem- 
branes. The problem of chronic icterus is one 
that at times defies solution, short of the necrop- 
sy table. 

Bilirubin is a breakdown product of hemoglo- 
bin, this breakdown occurring within reticulo- 
endothelial cells throughout the body. And, al- 
though it is true that a goose from which the 
liver has been excised can become jaundiced, the 
liver nevertheless is an important link in the 
breakdown mechanism. Accordingly, many of 
the pathologic aspects of jaundice which are here 
discussed will, of necessity, be concerned with 
the liver. 

The simplest classification of jaundice distin- 
guishes two forms of the disease; namely, (1) 
that resulting from bilirubin which has not 
passed through the hepatic cells, and (2) that 


form in which the bilirubin either has been di- 
gested, so to speak, or actually regurgitated. 
The first type can be further divided into one 
form wherein the hepatic cells are offered too 
much hemoglobin and a second, known as “con- 


‘stitutional hepatic insufficiency,” wherein the 


liver is incapable of handling normal amounts 
of blood-breakdown products. 

Regurgitation jaundice may be divided into 
(a) a medical condition embracing hepatitis and 
cirrhosis, and (b) a surgical condition secondary 
to tumors, stones, and strictures. Typically, the 
medical form features pathologic damage to 
hepatic cells and the surgical, disturbances of 
the flow of bile. Some overlapping of the two 
conditions occurs; when the distinction is in 
doubt, needle biopsy of the liver may save the 
life of the patient and the reputation of the 
surgeon. 

Congenital Hemolytic Jaundice. Congenital 
hemolytic icterus furnishes the best example on 
which to base a description of the pathologic 
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process in group 1. The erythrocytes are small 
and spherical; they reach the spleen prepared for 
destruction as a result of some hemolytic agent 
that has already acted on them. In such instances 
the spleen is very large and purple with con- 
gestion; microscopically it is packed with eryth- 
rocytes which have mostly disintegrated. The 
liver shows pigmentation by the disintegration 
products of hemoglobin. Foci of necrosis may 
appear as a result of anoxemia, especially during 
crises. Gallstones are present in 75 per cent of 
cases; in about 1 per cent they pass down into 
the common bile duct and superadd the second 
or obstructive form of jaundice to the picture. 
Splenectomy is curative in 90 per cent of cases 
since it reduces the rate of destruction of eryth- 
rocytes. Spherical microcytosis persists, however. 

Sickle-cell Anemia. This condition is another 
example of a type of hemolytic blood dyscrasia 
with abnormal erythrocytes which are very ac- 
tively destroyed in the spleen. Five per cent of 
- Negroes have a tendency toward sickle-cell 
anemia, and severe anemia develops in 3 per 
cent of these. The pathologic process does not 
differ from that seen in hemolytic icterus, except 
that chronic ulcers develop in the legs. The cause 
of these is uncertain. Intravascular clotting may 
be observed; if it is, it may account for the ab- 
dominal pain and pains in the joints of which 
patients complain. 

Mediterranean Anemia. This is still a third 
hereditary form of anemia which produces jaun- 
dice. It occurs in the young, and is nearly always 
fatal. The underlying defect is the production 
of abnormal erythrocytes, often ovoid, which 
lend themselves readily to destruction. 

Erythroblastosis Fetalis. This disease produces 
jaundice in 25 per cent of cases, and is bound 
up with the Rh factor. The jaundice, again, is 
chiefly on a hemolytic basis and in pathologic 
aspects is similar to the jaundice of Mediterra- 
nean anemia, but new foci of formation of 
erythrocytes are observed in most of the organs, 
especially in the liver and spleen, which are 
enlarged. Hemorrhages in the lungs, gastroin- 
testinal tract, and brain are common. So much 
bilirubin is offered to the hepatic cells that bile 
thrombi may inspissate and obstructive jaundice 
may become superimposed. In patients surviving 
(juvenile form), all the organs are pigmented, 
for in this disease there is intravascular break- 
down of erythrocytes. 


Miscellaneous Conditions Producing Jaundice. 
Finally, in this group must be considered a large 
number of agents, bacterial, toxic, chemical and 
so forth which produce hemolysis and the clin- 
ical picture of jaundice on this basis. Intravascu- 
lar hemolysis is common. It is beautifully exem- 
plified in blackwater fever and after the trans- 
fusion of mismatched blood. In addition to 
changes in the liver and spleen, the kidneys are 
involved to a major degree. The cause of death 
in these conditions frequently is blockage of the 
renal tubules by disintegration products of hemo- 
globin. In some conditions, such as infection 
with Clostridium perfringens, and in pneumonia, 
actual necrosis of hepatic cells again superadds 
a regurgitation factor onto what. is basically a 
hemolytic type of jaundice. 

Constitutional hepatic inadequacy is a rare 
condition. The patients often are chronically 
jaundiced, but blood end other tests disclose 
nothing except an elevated icterus index. It is 
felt that in these cases the liver is unable to 
cope with even normal quantities of broken- 


_ down hemoglobin. 


Regurgitation Jaundice 


Consideration of regurgitation jaundice is fa- 
cilitated by some attention to cases in which 
treatment is surgical. Edema of the papilla of 
Vater at one time was thought to be a common 
cause of jaundice, and the term “catarrhal jaun- 
dice” was employed to designate this form. It is 
now known that in most, if not all, cases, ca- 
tarrhal jaundice is simply an example of epi- 
demic hepatitis—nonsurgical. Obstruction by 
species of parasites such. as Echinococcus and 
Clonorchis need merely be mentioned. In the 
majority of cases, surgical jaundice is caused by 
carcinoma of the duodenum, or the duodenal 
papilla, or the common bile duct or the pan- 
creas, obstructing the common bile duct. In 65 
per cent of cases the jaundice has this basis. 
Stone in the common bile duct and stricture 
each accounts for an additional 15 per cent of 
cases. Congenital atresia of the bile ducts, meta- 
static carcinoma, duodenal ulcer, and other con- 
ditions account for the remaining 5 per cent. 
Pathologic aspects of these causative conditions 
will not be discussed; rather, changes in the liver, 
kidneys, and other organs due to interference 


with outflow of bile will be set forth. 
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Uncomplicated obstruction of the bile ducts 
leads to a condition of hydrohepatosis which is 
analogous to hydronephrosis. The ducts and their 
canaliculi are distended with bile, which grossly 
may be thick or thin, green or white, depending 
on the duration of the obstruction. Microscopi- 
cally, there is generally marked bile-staining 
about the central veins and peripherally, the 
midzone frequently being free of staining. Focal 
necrosis rarely may occur, and there may be an 
increase in the portal connective tissue. 

In 66 per cent of cases, particularly when the 
obstruction is long standing or has been inter- 
mittent, infection complicates the picture, and 
there results a condition which, to distinguish 
from hepatitis, I shall term “cholangitis and 
pericholangitis.” If involvement of the cholan- 
gioles occurs, the designation “cholangiolitis” 
might be added. The process may be suppurative 
or nonsuppurative. 

To settle the age-old issue as to whether this 
infection is ascending or descending, Edwards 
and Mallory tied off the right hepatic ducts of 
dogs and then injected colon bacilli intrave- 
nously. The acute cholangitis which developed 
was limited to that portion of the liver drained 
by the right hepatic duct. When infection is 
present, there are fever and toxemia clinically. 
Pathologically, necrosis of hepatic cells is found 
centrally as well as peripherally. Periportal in- 
flammation and fibrosis are prominent features. 
Lesions are suppurative in 25 per cent of cases, 
according to Popper. In 10 per cent biliary cir- 
thosis will develop—rarely when the underlying 
process is malignant but not infrequently in 
association with strictures and stones. Oblitera- 
tive cholangitis sometimes is produced. In a 
small number of cases of stricture and stone, but 
perhaps more frequently as a result of “idio- 
pathic” infection about the cholangioles, so- 
called xanthomatous hepatitis develops. Xantho- 
mas are present on the skin. There is jaundice 
without pruritus. The liver and spleen may be 
enlarged and the values for blood lipids are 
elevated, often markedly so. Thannhauser has 
done much to bring this concept into favor, and 
it is important, because it places this form of 
jaundice midway between the medical and sur- 
gical types. 

The renal lesions are those of cholemic ne- 
phrosis, and will be described later. Hemorrhagic 
diatheses used to be common; until the advent 
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of vitamin K it was dangerous to operate on 
deeply jaundiced patients who had stones in the 
common bile duct and the like. The bones may 
be extremely osteoporotic as a consequence of 
failure of absorption of calcium and vitamin D. 
Biliary cirrhosis, a frequent sequel of this sur- 
gical type of jaundice, will be discussed later. 


Hepatitis 


Destruction of hepatic parenchyma is the 
fundamental lesion of hepatitis of whatever 
cause, and the life or death of the patient is 
decided by the extent of the destruction meas- 
ured against the capacity of the liver to regener- 
ate. In a certain number of instances a sort of 
balance is struck between destruction and re- 
pair, and the lesion becomes a chronic hepatitis 
or a cirrhosis. 

The pathologic lesions of viral hepatitis, al- 
though somewhat specific, will serve to exem- 
plify in general what goes on in the liver and 
elsewhere in acute hepatitis. They will be dis- 
cussed in some detail principally because much 
work has been done recently on this particular 
form, the pathologic aspects of which have been 
clarified by Lucke, Popper, Watson, and others. 

In a typical instance terminating fatally with- 
in a few days, the liver is shrunken, wrinkled, 
soft, and reddish. Microscopically, there is almost 
complete destruction of hepatic cells. The si- 
nusoids are dilated and the reticulum is fairly 
intact. The ghostlike outlines of collapsed he- 


_patic lobules are plainly visible. Bile pigment is 


diffusely disposed throughout the lobules. Plasma 
cells and particularly polymorphonuclear leuko- 
cytes are present. The condition might well be 
termed “red atrophy” or more properly “red 
necrosis” of the liver. 

The livers of patients dying after having had 
the disease from ten to forty days are less 
shrunken, and the cut surface reveals yellowish 
nodules separated by reddish zones; in other 
words the picture of mixed yellow and red 
atrophy (necrosis). The yellow areas represent 
nodular regenerative repair from surviving he- 
patic cells, and they constitute prima-facie evi- 
dence that the original necrosis of the liver was 
subtotal and not complete. They may be so large 
that an appearance likened to hepar lobatum is 
produced. Nodularity is not uniform. 

Microscopically, the reddish areas exhibit 


much the same picture as that outlined in the 
foregoing, except that some hepatic cells are 
present peripherally in the lobules. Proliferation 
of bile ducts may be present. Lymphocytes and 
plasma cells have replaced the leukocytes in the 
inflammatory reaction. Central veins exhibit 
endophlebitis and the yellowish areas show no 
semblance of lobular architecture, since they are 
atypical regenerated nodules which have sprung 
from surviving cells. Binucleated forms and mi- 
totic figures are abundant. The cells are large 
and eosinophilic. Bile ducts are proliferating and 
seem to be producing new hepatic cords. No 
central veins appear in many of the new lobules. 
The canaliculi (mew) often are filled with in- 
spissated bile, and this, as well as lipochrome 
pigment, may be present within the liver and 
Kupffer cells. Necrosis within these newly- 
formed areas may indicate persistence of the 
virus with its necrotizing effects. No inclusion 
bodies are to be found. The fatty change of 
‘alcoholic cirrhosis is absent. 

The gastrointestinal tract often displays areas 
of hemorrhage. The ileum and cecum may be 
seats of ulceration. Testicular atrophy may be 
present in patients who survive for longer than 
usual. Meningo-encephalitis, with destruction of 
basal ganglia, is found. In the kidneys the col- 
lecting and convoluted tubules show necrosis of 
epithelium, and bile casts frequently are seen 
plugging the lumens of the tubules. Ascites is 
present in 60 per cent of cases, and in 25 per 
cent fluid occurs in the pleural space. 

In cases of mild viral hepatitis the destructive 
phenomena are minimal and the liver goes on 
to complete recovery by the mechanism of the 
type of regeneration observed in animals after 
partial hepatectomy. The lobules are normal and 
new central veins are reproduced. 


_ “Chronic” Hepatitis 

In perhaps 20 per cent of instances of epi- 
demic hepatitis, however, there is clinical and 
laboratory evidence that there is either a per- 
sistence of the virus or that the liver so affected 
is left in an unhealthy condition. In perhaps 25 
per cent of cases of this group needle biopsy 
studies will disclose anatomic evidence of what 
might be called “chronic hepatitis.” The central 
vein exhibits telltale evidence of endophlebitis, 
with hyaline thickening and perhaps some in- 


filtration with lymphocytes. The surrounding 
lower cell cords may show variability of width, 


. while their component cells display differences 


in size and staining properties. Binucleated forms 
may be seen. Lymphocytes and plasma cells may 
infiltrate between the cords, and histiocytes con- 
taining lipofuscin may be noted. There is usu- 
ally evidence of past proliferation of the bile 
ducts, and the “portal triad” exhibits an increase 
in the normal number of cells. Eosinophils fre- 
quently are seen. 

In still another type of hepatitis there is defi- 
nite evidence that, as a result of moderately se- 
vere parenchymal damage, a state of semimini- 
mal repair is not possible. As a result of repeated 
attacks by the virus or because of exposure of 
the damaged liver to other hepatoxins, there is 
repeated destruction of newly formed lobules, 
and the nodular regenerative repair of cirrhosis 
ensues. Even in this condition it is at times pos- 
sible to visualize the evidence of previous virus 
infection, for the inflammatory infiltrate tends 
to persist in zones other than the portal spaces, 
and eosinophils often are present in excess. In 
other instances, with the use of serial biopsies 
such as Volweiler and Hans Popper employed, 
it has been possible to trace the hepatic changes 
all the way from those of acute hepatitis through 
the chronic stages of atrophy and finally cir- 
thosis. The observation that the incidence of 
hepatic cirrhosis always rises after epidemics of 
catarrhal jaundice has finally found support in 
pathologic verification of a basic relationship 
between the two diseases (Klemperer). It is to 
be emphasized, therefore, that the susceptibility 
of the liver to necrosis and the prodigious ca- 
pacity of that organ to regenerate form the basis 
for the lesions of hepatitis and their sequelae. 
With this understanding, a few variations in 
these processes may be considered next. 

In severe hyperthyroidism and in chronic 
cardiac decompensation, necrosis of the liver is 
typically central—but it may be widespread. 
Chemical poisons such as chloroform, carbon 
tetrachloride, and trinitrotoluene act centrally 
when their doses are regulated toward the mini- 
mal toxic end of the scale. In yellow fever typ- 
ical midzone hepatic necrosis is seen. Tannic 
acid poisoning may produce a similar lesion. 
Phosphorus poisoning and eclamptic toxemia in- 
duce hepatic lesions which may feature periph- 
eral necrosis. Most of the lesions mentioned, 
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when they are severe, exhibit the classic he- 
patic pictures of acute and subacute yellow 
necrosis (atrophy). In any or all of them the 
recovery process may be complete or incom- 
plete, with gross and microscopic features of 
chronic hepatitis or cirrhosis. 


Cirrhosis 


Before discussing cirrhosis, I should like to 
define it as a “nodular adenomatous condition 
of the liver which has resulted from the repair 
of previously destroyed areas of hepatic paren- 
chyma.” Associated with this is a certain amount 
of fibrosis, some of it new but most of it repre- 
senting a condensation of pre-existing normal 
fibrous tissue and reticulum which has “agglu- 
tinated” after collapse of necrotic hepatic lob- 
ules. Jaundice is present in 50 per cent of 
cases in which the disease is progressive or 
subacute, and in 30 per cent of those in which 
it is chronic. In a third of the cases the disease 
is latent, being discovered at necropsy. It may 
run a rather chronic course, or again, as pointed 
out by Hall and Morgan, the process may be 
subacute. 

The life history of alcoholic cirrhosis, which 
is the commonest form of the disease, affords an 
easier understanding of what goes on in the 
other varieties. Alcohol injures the liver and, 
according to some workers, is perfectly capable 
of producing hepatic necrosis, experiments on 
animals to the contrary. In any case, there is 
depression of the glycogen level and a marked 
increase in fat. It has been shown repeatedly 
that such interference with carbohydrate metab- 
olism renders the liver very susceptible to 
nonalcoholic hepatotoxins. Necrosis ensues and 
portions of lobules collapse. One response is an 
infiltrate of inflammatory elements. Another 
is regeneration which follows within a few days. 
Fatty infiltration and depressed glycogenesis in- 
hibit the formation of normal new hepatic cells. 
If the insults to the hepatic parenchyma are 
not repeated, regeneration is complete; but if the 
liver is damaged again, additional necrosis re- 
generation takes place. New lobules are formed 
without central veins. The collapsed stroma 
condenses, inflammatory cells congregate around 
the portal spaces, and cirrhosis arises. 

Obstruction of smaller bile ducts produces 
bile stasis and jaundice. Vascular patterns are 
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disrupted and the portal pressure increases. 
Collateral vessels are established and difficulty 
arising from esophageal varices is noticed. Hypo- 
proteinemia produces ascites, being aided in the 
process by increased portal pressure. The spleen 
enlarges. Infections are common. Hemorrhagic 
tendencies develop, caused by defects in pro- 
duction of prothrombin. Hepatic coma, ruptured 
esophageal varices, and pneumonia are very 
common causes of death which may occur early 
or late in the disease, and not many patients 
long survive the onset of jaundice or ascites. 
The kidneys at necropsy often display necrosis 
or degeneration of tubular elements—the so- 
called cholemic nephrosis, often with bile casts 
plugging their lumens. Testicular atrophy is 
common among males and uterine cancer among 
females. Depression of hepatic function resulting 
in failure to destroy estrogen explains these 
sexual changes, and the same reason is given 
for the development of palmar erythema and 
spider naevi so common in hepatic cirrhosis. 


Other Forms of Cirrhosis 


The cirrhosis of chronic or subacute epidemic 
hepatitis is similar to the foregoing, except that 
practically no fat is present, the cellular infil- 
trate is more prominent, and nodular regenera- 
tion is more irregular (so-called postnecrotic 
cirrhosis). The same is true of the cirrhosis 
which follows recovery from the subacute yel- 


low atrophy of eclampsia, and poisoning with 


- chloroform and phosphorus, or in general, that 


which in the literature has been called “toxic 
cirrhosis.” There are more fibrosis and less re- 
generation of the hepatic cells in cinchophen 
cirrhosis. In 10 per cent of cases, cardiac cir- 
thosis complicates chronic recurrent decompen- 
sation, and in such instances cirrhosis is of finer 
lobulation, as is also the cirrhosis of congenital 
syphilis. Acquired syphilis, on the other hand, 
more often produces a grossly distorted liver 
Chepar lobatum) because of the scarring from 
multiple gummas. 

Bronzed diabetes or hemochromatosis is an- 
other form of portal cirrhosis in which there 
are tremendous deposits of iron in the liver, 
spleen, pancreas, skin, and elsewhere. However, 
the essential pathologic features in the liver 
again reflect nodular regenerative repair—the 
only way that the liver can react to restore the 


damage of repeated insults. Of great interest 
are Gilman’s observations on the importance of 
avitaminosis in the pathogenesis of bronzed 
diabetes. These authors found a high incidence 
of bronzed diabetes among persons who had 
pellagra. 

Biliary cirrhosis is a poorly defined entity 
because many of the observers confuse true 
cirrhosis, as outlined by our definition, with 
chronic suppurative and nonsuppurative inflam- 
mation and fibrosis about the bile ducts. How- 
ever, it is found that long-standing lesions of this 
nature occasionally are complicated by destruc- 
tion. of hepatic cells and nodular regenerative 
repair, leading at times to cirrhosis which is 
indistinguishable from the portal type. At the 
Mayo Clinic, in a series of 250 cases of chronic 
biliary obstruction, Gibson found true biliary 
cirrhosis in 10 per cent. Because destruction 
was not so extensive as in the portal type, the 


nodules were smaller. Because chronic inflam- 
mation was more prominent, there was corres- 
pondingly more fibrosis. Prolonged biliary stasis, 
with intermittent obstruction to the flow of 
bile, were predisposing factors. Most of the 
patients had suffered from the effects of stone 
and stricture, rather than from carcinoma. 

Others have reported the condition to result 
from obstruction of the bile ducts by parasites 
and from intrahepatic pericholangitis, ascending 
or descending. An occasional patient exhibits 
lesions of the cholangioles—so-called cholangio- 
lytic cirrhosis and xanthomatous cirrhosis. The 
jaundice is of the obstructive type, and may 
have peculiarities in that occasionally pruritus 
is lacking. In these, as in other conditions, the 
clinical diagnosis becomes a matter of difficulty 
and biopsy of the tissue, with use of the Silver- 
man needle, may be the only answer short of 
a surgical operation followed by necropsy. 


Tue April, 1950, number of the Bulletin of the 
New York Academy of Medicine is devoted to 
articles on the use of ACTH and Cortisone. 
These articles confirm the excellent results seen 
in cases of rheumatoid arthritis. There is some 
evidence to indicate that the two drugs can 
benefit cases of rheumatic carditis. The 

are very helpful also in cases of lupus erythe- 
matosus, but they seem to produce only a re- 
mission of this disease. 

The authors state that the administration of 
these hormones can be dangerous; they can 
produce congestive heart failure and acute pul- 
monary edema. They should be used only with 
the patient in a hospital under close observation. 

As to what is now being done with Cortisone 
and ACTH to avoid the unpleasant effects and 
to keep the good ones, in the~ J.A.M.A. for 
September 30, 1950, E. W. Boland and N. E. 
Headley summed up the situation. They tried 
to find the dosage which would keep the patient 
under control and yet not bring unpleasant side 
effects. They divided the schedule of treatment 


into 3 stages: (1) a period of large doses to 
quiet the disease, (2) a period of gradual re- 
duction of the dose, and (3) a period in which 
a small maintenance dose would be given. 

With the large doses, marked improvement 
resulted in half of the severe cases of arthritis, 
in 93 per cent of the moderately severe cases, 
and in 100 per cent of the mild cases. 

After the disease quieted down, the patient 
was kept on the mend by giving doses ranging 
from 32 to 65 mg. a day. Again, the best results 
were obtained in the persons with the milder 
forms of the rheumatoid arthritis. It was found 
that a dose given every other day would work 
well enough. Adverse side effects were seldom 
seen with the smaller doses. With an average 
daily dose of 65 mg. or less, signs of trouble 
appeared in only 8.3 per cent of the patients; 
when 100 mg. were given each day, they de- 
veloped in a third of the cases. 

It appears now that patients can be kept 
under good clinical control for long periods of 
time with a small maintenance dose. 
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BY HERMAN BEERMAN, M.D. 
Departments of Dermatology and Syphilology, University of Pennsylvania 


Although drug eruptions are not met with every day, they are not 


rare in general practice. They can constitute an embarrassing and serious 


matter for the physician. Such eruptions are embarrassing because they 
prolong the patient's disability; they are serious because they may be fatal. 


A DRUG ERUPTION is a cutaneous or mucota- 
neous process incident to the administration of 
drugs, or in their split products, which come 
in contact with the affected part by way of the 
general circulation. The drugs responsible for 
these eruptions may be administered by inges- 


tion, injection, inhalation, or inunction. In ad- © 


dition, absorption may occur from the skin; 
urinary bladder; conjunctiva; deep open wounds; 
the vaginal, anal, oral and nasal mucosae; the 
pulmonary system; mother’s milk, and through 
the placenta. A discussion of reactions to local 
application of medicaments producing eczema- 
tous contact eruptions is excluded here. 

The drug itself is not the whole cause of 
drug eruptions. There are many factors which 
predispose to their development. Among them 
are menses, menopause, pregnancy, other aller- 
gic processes, infections, functional states, or- 
ganic disease—especially liver and cardiorenal— 
many skin diseases, physical factors, sunlight, 
heat, cold, weather, blood groups, vitamins, nu- 


tritional states, and the personal status of the 
patient. 

In spite of the fact that most of the drug 
eruptions are mild, they do present the physician 
with a distinct nuisance. While any of the 


‘thousands of preparations and chemicals used 


as medicine may be responsible for drug erup- 
tions, such eruptions are less frequent than 
those known to be produced by foods. Accord- 
ing to a survey of the comparative incidence 
of disease of the skin in an eight-year period of 
general practice in a Boston suburb by Craw- 
ford and Leeper in 1950, dermatitis medicamen- 
tosa was diagnosed specifically only four times 
(0.062 per cent of 6,212 patients, or about | in 
81 patients with skin diseases). But, if one real- 
izes that drugs may be responsible for many of 
the cases of erythema multiforme, toxic erythe- 
mas, itching and urticaria, the real incidence is 
considerably higher than that generally stated. 
On the other hand, the diagnosis of drug erup- 
tions is frequently made on rather loose grounds, 


GP @ December, 1950 


55 


causing a tendency to overlook what may be an 
indication of a disease state entirely unrelated to 
the medicine incriminated. 

Accordingly, the importance of drug eruptions 
is not reflected in the incidence figures. Because 
these eruptions may resemble so many cutaneous 
diseases of other causation, and because persist- 
ence in the administration of the particular drug 
involved might end in disaster, a thorough 
knowledge of the diagnostic clinical features of 
the eruption produced by the various drugs must 
be clearly understood by the general practitioner. 


Clinical Features of Drug Eruptions 


The characteristics of the eruptions due to 
drug allergy may be summarized (based on Sulz- 
berger) as follows: 


1. Minute amounts of a drug which has been 
well tolerated for weeks, months, or years may 
- suddenly produce severe eruptions. 

2. After such an eruption has appeared,” re- 
currence is likely upon subsequent minute ex- 
posures to the offending drug or to a related drug. 

3. The cutaneous response is usually entirely 
different from that produced by the pharmaco- 
logic or toxicologic action of the drug, and 
lesser amounts are required to elicit the eruptions 
than are necessary to produce pharmacologic or 
toxicologic effects. 

4. Drugs with different pharmacologic effects 
often produce identical eruptions; and the same 
drug can produce entirely different manifesta- 
tions in different individuals, or in the same in- 
dividual at different times. 

5. Many drug eruptions occur only in cer- 
tain predisposed individuals and are independent 
of dosage. Even large doses will not produce 
eruptions in most persons. 

6. The role of cumulative effects is nil. Drug 
eruptions usually can recur upon re-exposure to 
small amounts, even years after the last previous 
exposure. In such cases, the last demonstrable 
vestiges of the previously administered drug 
have long since been eliminated. 

7. Drug sensitivity is remarkably specific. In- 
dividuals sensitive to one drug frequently do 
not show sensitivity to isomers of that drug or 
to drugs with only slightly altered chemical con- 
stitution. Group specificity and cross reactions 
may be demonstrable. 


Common Dermatoses and Causal Drugs 


Drug eruptions are of various types ranging 
from simple erythema to the complex “fixed 
eruption.” They may be produced by a variety of 
drugs. 

The following are some of the more common 
dermatoses and their most frequently causal 
drugs (based on Sulzberger): 

1. Scaly, Eruptions, Purely Erythematous or 
Scarlatiniform and Morbilliform; Dermatitis Ex- 
foliativa. Arsenicals, Atabrine, belladonna, bal- 
sams, heavy metals, nirvanol, salicylates, sulfona- 
mides. 

2. Urticaria and Angioneurotic Edema. Salicy- 
lates, barbiturates, sulfonamides, penicillin, bel- 
ladonna, atropine, iodides, bromides, the opium 
group, arsenicals, phenolphthalein, amphetamine 
sulfate. 

3. Eczematous Eruptions, with Erythema, 
Papulation, Vesiculation, Oozing and Scaling. 
Quinine, procaine, other local anesthetics, ephed- 
rine, mercurials, Formalin, sulfonamides, pen- 
icillin, arsphenamines, Atabrine. 

4. Erythema Multiforme-like Eruptions. Phe- 
nolphthalein, antipyrine, salicylates, barbiturates, 
other soporifics, sulfonamides, penicillin, etc. 

5. Erythema Nodosum-like Eruptions. lodides, 
bromides, salicylates, sulfonamides. 

6. Pemphigoid and Ulcerating and Vege- 
tating Eruptions. Bromides, iodides, sulfona- 
mides. 

7. Purpuric Eruptions. lodides, arsphenamines, 
particularly sulfarsphenamine, carbamides (Se- 


. dormid), barbiturates, balsams, sulfonamides, etc. 


8. Lichenoid and Lichen Planus-like Erup- 
tions. Arsenic, arsphenamines, Atabrine and 
other acridine and acriflavine derivatives, gold, 
amphetamine sulfate (atopic dermatitis-like 
eruptions? ). 

9. Acneform, Furunculoid and Erysipelas-like 
Eruptions. Bromides, iodides, oils, tars. 

10. “Fixed Eruptions”—i.e., Fixed, Circum- 
scribed Erythematous, Edematous or Bullous 
and Polychromatic Pigmented Eruptions. Phenol- 
phthalein, antipyrine, phenacetin, barbiturates, 
salicylates, the arsphenamines, Atabrine and 
other acridine and acriflavine derivatives, gold, 
sulfonamides. (So-called fixed eruptions have 
in common the fixed, circumscribed nature of 
the site of sensitivity and reaction, and thus all 
tend to recur in situ.) 
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In spite of long continued study, the causa- 
tive mechanism of drug eruptions is unknown. 
Of all the proposed theories, most authorities 
agree that allergy is at the basis of these erup- 
tions. A certain number of the eruptions, how- 
ever, may depend on nonallergic factors. Thus 
drugs may produce allergic and nonallergic 
types of toxic reactions at the same time. 


Diagnosis of Drug Eruptions 


The diagnosis of drug eruptions frequently 
poses a challenge to the physician. Often one 
has an intuitive feeling that an eruption of local 
or widespread distribution is caused by a drug, 
though positive history of drug ingestion may 
be lacking. We have used the following pro- 
cedures with varying degrees of benefit in the 
definitive diagnosis of eruptions due to medica- 
ments (adapted from Beerman): 

1. Suggestive clinical picture. 

2. History. The information that a patient is 
taking certain drugs may be of decided value in 
diagnosis if the following items are observed: 
initial exposure followed by a variable incuba- 
tion period and then a sudden outbreak, increas- 
ing in severity and with a variety of constitu- 
tional symptoms, especially if the drug is con- 
tinued, all point to the possibility of the erup- 
tion being of medicinal causation. The physician 
must not forget that the ingestion or administra- 
tion of the medicament and the eruption may be 
coincidental. 

3. Course—Improvement on withdrawal of 
the drug and flare-up after re-exposure. Readmin- 
istration may be a hazardous procedure, even 
ending fatally. On the other hand, certain erup- 
tions, (e.g., bromide, iodide) may develop slow- 
ly and disappear long after the drug has been 
withdrawn. Similarly, the eruption may not ap- 
pear until years later (arsenical keratoses and 
carcinoma). There may be sensitivity to more 
than one drug and the eruption may not be due 
to the drug readministered. 

4. Diagnostic aids. Cutaneous allergic tests 
are of little value. They may even be dangerous 
and induce sensitization or severe reactions. Fur- 
thermore the results may be falsely positive or 
negative. Passive transfer procedures are also 
unreliable. 

Chemical analysis of lesions, other tissues, and 
body fluids may yield positive results, thus iden- 
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tifying the presence of a particular remedial 
agent. The findings may, however, be coinci- 
dental. Spectroscopic studies have the same limi- 
tations. 

Histopathology is certainly of value in the case 
of bromoderma and iododerma which produce a 
rather typical pathologic response (iodide or 
bromide granuloma). In other cases there may 
be no clue in the pathologic picture of drug 
versus other causation of the eruption (e.g. 
lichen planus due to Atabrine or arsenicals and 
lichen planus of idiopathic causation). 

Blood cell examinations are important, since 
blood dyscrasias often complicate a variety of 
drug eruptions. 

Certain aspects of the eruptions produced by 
a limited variety of medicaments are worthy of 
special discussion. First among these is the char- 
acteristic eruption usually called “fixed.” 


Fixed Drug Eruptions 


A fixed eruption is one in which the cutane- 
ous manifestations appear as round or oval edem- 
atous plaques of variable size, recurring on vari- 
ous parts of the body and accompanied by an 
itching or burning sensation. The patches are 
dusty red at their onset and show definite 
borders. At times these lesions progress to form 
bullae. Desquamation or crusting (after the bul- 
lous lesions) appears as the eruption fades, leav- 
ing a pigmentation of variable shade and dura- 
tion in the areas affected. A special feature of 


_ the eruption is its tendency to relapse, and the 


lesions will recur in the same sites on readmin- 
istration of the causative drug. 

The first drug from which such a process 
was noted was antipyrine but now many unre- 
lated drugs are known to be responsible for fixed 


eruptions. Some of these are: 


Acetanilid 

Acetylsalicylic acid 

Acriflavine 

Aminopyrine 

Antimony and potassium tartrate 

Antipyrine 

Arsenicals (Acetylarsan, arsphenamines, Mapharsen, 
Trisodarsen, tryparsamide ) 

Barbiturates 

Bismuth salts 

Cinchophen 

Emetine 

Eucalyptus, oil of 

lodides 


57 


Ipecac (emetine ) 
Ipomea (scammony ) 
Isacen 


Magnesium hydroxide (magnesia) 
Mercury 

Phenolphthalein 

Quinidine 

Quinine 

Salicylates 

Sulfanilamide and its derivatives 


Although phenolphthalein-containing prepara- 
tions are responsible for most fixed drug erup- 
tions, there have been cases in which they oc- 
curred after vaccine treatment, food, alcohol, 
physical exertion, psychic stress, certain metabo- 
lites, and menstrual disturbances. Some cases 
have occurred without any apparent cause. In 
some patients, different drugs may produce the 
fixed eruption at different times. 

It is advisable at this point to re-emphasize 
the methods of determining the drug responsible 
for the fixed eruption. Since cutaneous tests and 
“even the demonstration of the suspected offend- 
ing drug in certain body fluids or excretions do 
not yield conclusive causal relationship between 
the drug and the eruption, careful history is a 
very important part of the diagnostic machinery. 

Frequently the patient is unaware of drug in- 
gestion. For example, one of our patients was 
unaware of drug ingestion when the phenol- 
phthalein was administered in the form of ef- 
fervescent salts which he received each time he 
came home intoxicated. His family was not 
aware that the salts contained phenolphthalein, 
although the can containing the salts warned 
that if the glass in which the salts were given 
was washed with soapy water, a red color would 
develop. The readministration of the suspected 
drug may be dangerous and even fatal, so that 
in the last analysis, clinical diagnosis from the 
appearance of the lesions and their sequelae is 
safe and practical. 


Atabrine Eruptions 


Atabrine is a drug of unquestionable value in 
the suppression of malaria. In the past there 
were few untoward reactions attributable to its 
use and in no instance were they severe enough 
to warrant discontinuance of the drug. Usually, 
minor reactions, such as intestinal disturbances, 
which occur early in the treatment, disappear 
in a few days when the drug is continued. 


In the latter part of 1948, however, medical 
officers in the Southwest Pacific Area called at- 
tention to a characteristic cutaneous syndrome 
occurring in soldiers evacuated from New 
Guinea-and adjacent islands. Later, similar cases 
were reported from all other theaters where sup- 
pressive Atabrine medication was in general use 
as a control measure for malaria. 

This cutaneous syndrome, “atypical lichen 
planus,” consists of “violaceous and erythematous 
hypertrophic lichenoid papules and plaques, fre- 
quently with a rough verrucous surface; viola- 
ceous and erythematous, oozing or scaling eczema- 
toid plaques well demarcated in some cases and 
ill-defined in others; flat, squamous, geographic 
plaques on trunk, axillae, and groins, similar to 
tineal lesions; white, sometimes violaceous- 
tinged, slightly elevated mucous membrane le- 
sions identical with those seen in typical lichen 
planus; oozing intertriginous dermatitis in the 
groins, axillae, and posterior surface of the ears; 
ecthymatous lesions; scaling and superficial fis- 
suring of the lips; and scaling erythematous 
eczematoid dermatitis of the eyelids. In some 
cases, the lesions are predominantly lichenoid; 
in others, most of the plaques are eczematoid. 
Almost all patients have both violaceous, hyper- 
trophic lichenoid plaques and some form of 
cutaneous eczematoid reaction. 

During the course of the disease, a consider- 
able number of these patients have acute, ex- 
plosive generalized exacerbations, manifested by 
oozing eczematoid dermatitis having a predilec- 
tion for the flexors, groins, axillae, extremities, 
and neck. Such exacerbations resemble exfolia- 
tive dermatitis and a few of these patients may 
develop a secondary exfoliative dermatitis which 
is as severe as the cases of primary exfoliative 
dermatitis.” Among the other manifestations ob- 
served are pigmentation, hyperkeratosis of palms 
and soles, fluorescence of nails, and fatal hepa- 
titis. Although Atabrine is probably the precipi- 
tating cause of these processes, other factors 
(vitamin deficiency, etc.) play a role. 

Persons who have been affected with Atabrine 
eruptions are poor risks in any occupation in- 
volving exposure to heat, friction, or chemicals. 


Sulfonamides 


The sulfonamides, in addition to their value 
in combating infections, are capable of interfer- 
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ing with the life and activity of bacteria and 
some viruses and at the same time they have po- 
tential toxic and allergic by-effects on nearly 
every organ of the host. Although the cutaneous 
reactions are, of themselves, relatively less seri- 
ous than those which involve the hematopoietic 
system (agranulocytosis, hemolytic anemia) and 
kidneys (obstruction by crystals), the cutaneous 
manifestations serve to remind the practitioner 
of more serious consequences which may be on 
the way or are actually present in subclinical 
form. The exact number of fatalities from the 
sulfonamides is unknown although 200 such 
cases have been reported. 

The cutaneous reactions resulting from sulfo- 
namides have been classified (by Greenwood) 
into three categories: 1. Direct toxic effects from 
overdosage or cumulative effects. Subsequent ad- 
ministration of small doses in such patients after 
recovery may not lead to recurrence. 

2. Purely allergic reactions. In such cases an 
incubation period, usually seven days between 
the first and second dose, is required for the 
sensitization to become manifest. 

3. Allergo-toxic. In some cases it is possible 
that the earliest manifestation of the toxic type 
of eruption is a faint, finely-papular exanthem. 
On continuation of the drug there is spread of 
the eruption and it becomes scarlatiniform, mor- 
billiform, or maculopapular. No lymphadeno- 
pathy accompanies it. Allergic dermatitic symp- 
toms appear early in the course of sulfonamide 
administration and usually are characterized by 
itching, sneezing, lachrimation, and dyspnea 
with edema of the lips, eyelids, and face. These 
eruptions may be of various types (see below). 
Allergo-toxic eruptions usually appear after seven 
to fourteen days of average dosage. Light sensi- 
tivity after administration of sulfonamides is an 
important point to keep in mind. This phenom- 
enon is not necessarily associated with sensitivity 
to the drug, although in some cases there may 
be limitation of the dermatitis to the areas ex- 
posed to the drug, if it is used locally, for example. 

Many types of eruption may follow the use of 
sulfonamides. Among them are morbilliform; 
scarlatiniform; erythema multiforme; erythema 
nodosum; urticarial and angioneurotic edema; 
purpura; varioliform; vesicular; bullous; pustular; 
follicular; fixed eruption psoriasiform; exfoliative 
dermatitis; pemphigus foliaceous-like eruption, 
and bacterids. 
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Bullous eruption from sulfonamide. 


Most of these processes differ little from sim- 
ilar eruptions produced as a result of administra- 
tion of other drugs. It should be noted that any 
type of eruption may result from any of the sul- 
fonamides, and once a patient has developed a 
reaction to one preparation it is unsafe to ad- 
minister another. Sometimes, however, one 
of sulfonamide may be responsible for the ma- 


_ jority of cases of a particular eruption. Most of 


the erythema nodosum-like eruptions have fol- 
lowed the use of sulfathiazole, but it has oc- 
curred after sulfanilamide or sulfadiazine. The 
bullous eruptions are frequently serious and 
even fatal. They may in all respects resemble 
those produced by phenolphthalein. 

The relative incidence of cutaneous reactions 
produced by the sulfonamides may vary from 
preparation to preparation and even different lots 
of the same preparation. None of the various 
sulfonamides may be considered entirely safe in 
this regard. 


Penicillin 


Penicillin, like the sulfonamides, is capable 
of producing cutaneous lesions. The most com- 
mon of these, and the first to be recognized, is 
urticaria which may occur in as many as one in 


= 


twenty patients treated with certain penicillin 
preparations. Among the cutaneous reactions re- 
sulting from oral and parenteral injection are: 


ORAL ROUTE 

Stomatitis and glossitis 
Melanoglossia (black tongue) (lozenges ) 
Aphthous stomatitis 
Thrush 
Glossodynia and exfoliation of filaments 

of filiform papillae of tongue 
Varicelliform eruption 
Urticaria and angioneurotic edema 
Dermatitis 


Local Contact with Skin. (Not discussed here but contact 
sensitization may occur after previous oral adminis- 
tration. ) 


INJECTION 

Urticaria. This may occur shortly or days after injections 
are started or some time after treatment is concluded 
(acute or delayed reaction). The intervals between 
treatment courses may be of importance. Urticaria is 
often the sole reaction to penicillin but may be asso- 
ciated with other signs and symptoms of serum sickness. 
Reactions may be serious enough to cause discontinu- 
ance of therapy. 


Local Reaction. Induration and sterile abscess at site of 
injection of penicillin in beeswax are reported by vari- 
ous authors. Cellulitis or pseudocellulitis have also 
been noted. 

Pruritus without rash 

Morbilliform eruption 

Bullous eruption 

Purpura 


Exfoliative Dermatitis. (These may be severe. Patient 
may be sensitized by contact and react by injection. 
Exfoliative dermatitis may be delayed reaction.) 

Dermatophytosis-like reactions 

Activation of dermatophytic focus 

“Id” reaction 

Aggravation of bacterids 


The same types and factors in drug sensitivity 
are being observed after use of streptomycin. 


Arsenicals 


The problem of arsenicals of various types pro- 
ducing cutaneous reactions has become relatively 
unimportant. Arsenical jaundice is still a source 
of trouble to the practitioner and it is now be- 
lieved that this type of postarsphenamine jaun- 
dice is probably due to an infective agent intro- 
duced in the course of injections. It is prevent- 
able by careful technique in the sterilization of 
syringes and in the preparation of fluids for in- 
jection. The less common form of postarsphena- 


mine jaundice is possibly a sensitization phe- 
nomenon and due to individual idiosyncrasy. 
There is no known method of prevention. 


Barbiturates 


The barbiturates constitute the physician’s 
mainstay in sedation. The enormous amounts 
prescribed and the variety of preparations avail- 
able afford ample opportunity for every prac- 
titioner to observe at least the milder, if not the 
more serious types of reaction to these compounds. 

In general, the more frequently observed types 
of reaction to the barbiturates include a sensiti- 
zation reaction, manifested chiefly by urticaria, 
pruritus, and a toxic type such as morbilliform 
or scarlatiniform maculopapular erythema which 
in severe cases may lead to an extensive bullous 


* Ceven hemorrhagic) process. Fixed drug erup- 


tions are also occasionally observed. Cutaneous 
sensitivity to one barbiturate does not preclude 
sensitivity to other members of the group. Light 
sensitivity is also induced by the barbiturates. 
Occasionally a granulomatous lesion may occur. 
The observation that barbiturate given to the 
lactating mother may appear in human milk has 
suggestive implications for the infant. 


Bromides and lodides 


In spite of the obvious relationship of certain 
clinically specific cutaneous processes to iodide 
or bromide ingestion or administration, publicity 
on these usually occasional reactions has played 
a somewhat deterrent role in the universal con- 


sumption of goiter-preventing iodized salt. Al- 
- though there is usually agreement that these 


preparations do produce eruptions or aggravate 
certain existing cutaneous processes, the point of 
departure is in assessing the magnitude of the 
problem. In goiter areas, the serious need for 
iodized salt is of so great importance that a few 
cases of iododerma which may result should not 
discourage wide use of iodized table salt. 

The chief forms of iodide or bromide cutane- 
ous eruptions are acne-like lesions and charac- 
teristic fungating granulomatous lesions, which 
to the uninitiated offer a great diagnostic prob- 
lem. Acne vulgaris appearing in a postadolescent 
person should raise the question of iodide or 
bromide causation. 

It is possible to find a person sensitive to prac- 
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tically every drug. For this reason it would be a 
futile task to list all the individual examples of 
reactions to this or that preparation. However, 
eruptions occur after use of liver extract, Tri- 
dione, mesantoin, Dilantin sodium, bismuth, 
gold, silver, mercury, and even the antihista- 
minic drugs, to name a few. 


Treatment 
Withdrawing the offending drug is usually 


effective of cure of drug eruption in a reasonably 
short time. However, because of certain excep- 
tions, notably the halogens (bromide and iodide) 
and the arsenicals, auxiliary methods of treat- 
ment are required. We shall not attempt to out- 
line all the procedures, but some of the recent 
useful proposals in this connection should be 
mentioned briefly. ; 
Supportive treatment. In severe cases of Ata- 
brine, sulfonamide, and other eruptions, support- 
ive treatment with liver extract, vitamin A, as- 
corbic acid, and nicotinic acid may be of value. 
BAL. As a by-product of successful intensive 
search for a substance that would serve as an 
antidote to the arsenical gases, it was found that 
2,3-dimercaptopropanol (BAL; British antilewis- 
‘ite), was also effective in the therapy of certain 
metal intoxications. In specific poisoning by 
metals, BAL has been found effective or of sug- 
gestive value in those caused by arsenic, mer- 
cury, gold, lead, cadmium, silver, and certain 
miscellaneous metals; antimony, tellurium, cop- 


per, chromium, nickel, zinc, thallium, selenium, 
and vanadium. Further study is necessary to de- 
termine the precise value of BAL in the case of 
many of the latter elements. Since BAL may in- 
crease the toxicity of certain metals, it should not 
be used indiscriminately. BAL is commercially 
available in a preparation containing peanut oil 
and benzyl benzoate which is suitable for in- 
tramuscular injection only. BAL may be used 
intramuscularly in 10 per cent oil solution, given 
in 4 four-hour doses of 0.5 cc. per fifty pounds 
of body weight. Toxic reactions occur but can 
be controlled. 

Antihistaminics. It was hoped that antihista- 
minic drugs would be effective against drug re- 
actions of the skin, but not only are they of 
limited value, but dermatitis may occur as a re- 
sult of their administration. In spite of this, they 
should be given a thorough trial in drug erup- 
tions. 

Sodium chloride. Sodium chloride is useful in 
the therapy of iodide or bromide eruptions. It 
may be used intravenously in dosage of 100 to 
500 cc. of decinormal sodium chloride solution. 
These injections are to be given at intervals of 
two to three days. Desoxycorticosterone acetate 
in conjunction with sodium chloride may be ef- 
fective in bromide intoxication (noncutaneous). 
Adrenal cortex when given in combination with 


sodium chloride may be of use in the excretion 


of bromide and bromide effects. The adrenal 
cortex probably restores the normal physiologic 
level of chloride. 


Erythematous eruption from sulfathiazole. 
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enforced activity or the 


markedly reduced at 
tivity is extremely dif- 
ficult. Gradually the 
tient becomes more able 
to face his situation 
rationally and hopefully. 


For many 


Emotional Problems of the Chronically Id 


BY GEORGE SASLOW, M.D. 


Washington University School of Medicine, St. Louis, Missouri 


To take advantage of the medical treatment available, the chronically 
ill person needs to be able to sustain co-operation with medical personnel. 


‘ The physician can help him to achieve this by recognizing the times when 


the patient is subject to emotional stress, by encouraging him to express 
this in words, and by calmly presenting the alternatives that are before him. 


THERE ARE certain emotional problems common 
to the chronically ill, particularly those patients 
with diabetes, structural heart disease, rheumatic 
fever, epilepsy, and tuberculosis. All such pa- 
tients require lifelong attention as they take 
treatment with drugs, or have to limit their ac- 
tivities, or give up their work, or meet exacerba- 
tions, complications, relapses, or the need for 
surgical treatment. 

Current treatment of diabetes permits the pa- 
tient a nearly normal pattern of living and nor- 
mal longevity, while the treatment of tubercu- 
losis demands much more of the patient while 
promising him less. Yet it is a curious fact that 
the physician who sees many diabetic patients 
complains about them on the same counts as 
does the physician who cares for many tuber- 
culous patients. He complains that many of the 
diabetics do not keep themselves normoglycemic 
continuously enough and the other man com- 
plains that many tuberculous patients do not 


do as they are instructed. Evidently many a pa- 
tient with chronic intermittently disabling dis- 
ease has difficulty in sustaining his co-operation 
with his medical advisers. 

These difficulties have been studied system- 
atically only in the cases of tuberculous patients. 
In 1948, W. B. Tollen stated that from 30 to 70 
per cent of hospitalized tuberculous patients do 
not complete their treatment; no matter how 
good the hospital, they leave without permission. 
A fair number of these people are dead within 
a year, having spread infection to an unknown 
number of persons in the meantime. When we 
consider that the hospitalized tuberculous pa- 
tient is repeatedly warned that if he does not 
co-operate he will run great risks, and when we 
know that he sees all about him the permanently 
disabled or dying patients afflicted with the same 
disease who long neglected treatment, we must 
conclude that sustained co-operation on his part 
is not necessarily achieved even by his realiza- 
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tion of the drastic threat to his own life. 

It appears that, unless the patient with chronic 
illness is helped to achieve the necessary level 
of sustained co-operation, we shall often fail to 
give him the benefit of our best medical and sur- 
gical knowledge; and that threats of certain dis- 
ability or death (“striking the fear of God into 
him”) are less effective than we would like to 
believe. 

Experience with the psychiatrically ill has 
taught us some effective ways of increasing a 
person’s capacity to adjust to stressful life situa- 
tions (of which chronic illness is one). We shall 
describe in some detail how this experience may 
be applied to such a challenging situation as that 
of the patient with tuberculosis; the general prin- 
ciples can often be applied more successfully 
with other chronic illnesses because in such cases 
beneficial results are sooner evident to the patient. 

These principles are (1) recognition that a 
_ patient is probably in emotional distress, (2) en- 

couragement to express such distress in words, 
and (3) brief, calm presentation to the patient 
of the alternatives before him, once his intense 
emotion has been discharged and he is able to 
listen. 

_ The tuberculous patient is most likely to bene- 
fit from the application of these principles dur- 
ing three epochs: (1) at the time he is told what 
is wrong with him, (2) while he is in the sana- 
torium, and (3) when he is ready to resume 
ordinary life. 


Telling the Patient What’s Wrong 


Consider what happens at the time the diag- 
nosis is communicated. Assume that the medical 
evidence for the diagnosis is entirely satisfac- 
tory, but that the diagnosis has been unsuspected 
by the patient. Very few patients then fail to be 
emotionally distressed by the news. Manifesta- 
tions of the distress, however, take diverse forms. 

Some patients show apparent apathy; others 
appear stunned; some cry or have the impulse 
to cry; some insist that the physician is wrong; 
some show a sudden outburst of anger against 
some other person who is believed to be the 
source of the infection; some receive the diag- 
nosis shortly after they have done something 
which they feel was morally wrong, and immedi- 
ately they look on the disease as a punishment 
for their misbehavior—they look on the stay in 


the sanatorium as a jail sentence. Some believe 
that they will lose all their friends because they 
have tuberculosis; some are overwhelmed by the 
awareness that they may have to be much more 
dependent for one or more years than ever be- 
fore; some receive the news in midstream of a 
promising career and feel as if everything worth- 
while in their lives is being permanently in- 
terrupted. 

Only by talking to the patient can the physi- 
cian know just what is going on within the pa- 
tient’s mind. The usual custom has been to ig- 
nore the reactions mentioned above and to pro- 
ceed to a factual description of what faces the 
patient if he is to get well. Unfortunately, as 
has been observed repeatedly, the patient 
who is seriously distressed emotionally often goes 
into a “blackout” and absorbs nothing that the 
doctor says after he hears the words “you have 
tuberculosis.” 

When the physician senses that a particular 
patient is emotionally disturbed by such news, he 
tends to use a number of ineffective procedures: 

(1) He may minimize the seriousness of the 
news, and may talk in a vague, casual way about — 
it, saying, perhaps, “You have a spot on your 
lung, but you'll soon be all right.” This kind 
of reassurance is false, and obviously does not 
constitute a real kindness to the patient. The 
man really needs to be prepared for what is 
going to happen to him and his life during the 
next year or more. If he is not told what this 
is, he is not only left open to great disappoint- 
ment when he finds out what he really faces, 
but he may become distrustful, first, of his doc- 
tor, and later on, of every doctor or nurse or 
every member of the medical team upon which 
he must depend. 

(2) The doctor may be overly optimistic about 
the duration and nature of treatment. Tubercu- 
losis is too unpredictable a disease for the doctor 
to say, “After six months or so you will be all 
right.” Patients so instructed look forward to 
recovery at the end of the specified time, and 
the more they are disturbed by what the disease 
has done to their lives, the more anxiously they 
count on recovery by the exact day mentioned 
by the doctor in his casual statement. When 
that day passes and they realize they are still ill, 
they tend to neglect themselves, to become de- 
spondent, to violate hospital rules, or to leave 
the hospital. Their distrust of medical people 
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becomes strong and somewhat difficult to reduce. 

(3) The doctor may also give his patient an 
overly optimistic portrayal of what it means to 
be in a hospital away from home and family for 
a year or more; he may talk about freedom from 
responsibility to a person who cannot bear to 
be dependent; or he may talk of freedom from 
worry and bills; or he may minimize the difficul- 
ties of sanatorium life. Such talk is ineffective 
and harmful. 

What are some more effective ways of dealing 
with the situation described? 


Let the Patient Discharge His Emotions 


The doctor usually doesn’t know what the 
patient is thinking or feeling. He usually doesn’t 
know what the patient's circumstances are or 
what this interruption in his life at this par- 
ticular moment may mean to him. There is no 
way in which the doctor can alter the situation 
in which the patient finds himself, but social 
work and psychiatric experience have taught us 
that there is a kind of help which often works 
in many other life situations that are equally 
unalterable. 

When a person has a difficulty to surmount, 
and is emotionally distressed as he faces it, it 
helps him to define that difficulty to another 
person by expressing himself freely about it. His 
emotional distress is a signal that he is temporar- 
ily disorganized by a situation beyond his capac- 
ity for adjustment. It has been observed that 
a patient emotionally disturbed about difficult 
situations is not able to look at his total predica- 
ment objectively if he is simply preached at, or 
if the situation’s difficulty is minimized. He 
seems to be unable to decide what is best for 
him in the long run unless something else hap- 
pens first; he seems to have first to discharge 
the emotions which he feels. When this has 
occurred, he is often able to face his problem 
realistically and to plan appropriate action. 

I would suggest that after announcing the 
diagnosis, the doctor should wait to see how 
the patient reacts. He should note if he has an 
emotional storm or seems to take it calmly. One 
must assume that the news will be distressing. 
After a brief pause to allow the patient to react 
spontaneously, the physician can begin by say- 
ing, “What do you think about this?” or “What 
does the disease, tuberculosis, mean to you?” or 
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“What effect will this have on your life?” or 
“Who will take care of your family or children 
if you have to go to a hospital?” The physician 
should ask these questions and other obviously 
related questions, in a brief and friendly way, 
but when he asks a question he must give the 
patient plenty of time to reply either by words 
or by the expression of emotion. 

If a woman needs to cry for five minutes, that’s 
what she should be allowed to do. It she tries to 
talk and then breaks down and cries, that’s what 
she should be given time to do. The physician 
is wise who will not interfere with these emo- 
tional reactions. By this procedure, he will help 
the patient to express overtly the emotional dis- 
turbances which we have mentioned, and in 
addition he will have learned a great many 
things which are of concern to the patient as 
she faces her treatment. Furthermore, the patient 
is then ready to confide other significant fears 
and attitudes, since that is the usual result of 
sharing an emotional experience with another 
person. The two individuals have become clos- 
er emotionally. A doctor can hardly act in the 
way described unless he gives 30 minutes or 
more to his patient in privacy. He cannot be ef- 
fective if he is interrupted by phone calls every 
few minutes or by people walking into his of- 
fice while the patient is expressing emotional 
disturbance. It takes time for one person to 
warm up enough to tell another—even a physi- 
cian—something as important as what this news 
may mean for his or her whole life. 

Depending upon what takes place during this 
first session, the physician may decide that he 
wants to have another visit with the patient. 
He can say, “I'd like to talk with you more 
about this tomorrow.” He must make no prom- 
ises about the outcome of treatment nor describe 
in detail just what is going to be done until he 
senses that the intensity of the patient’s emo- 
tional distress has decreased. Gradually, the 
patient becomes more able to face his situation 
rationally. In addition, he may have learned to 
develop confidence not only in the physician 
but also in his nurse, and he will have shared 
some very important kinds of emotion with at 
least one other person. Such sharing tends to 
give a person a feeling of security about another 
person, and of trust and confidence in him. Such 
a feeling of trust increases the patient's internal 
ability to stand discouragements during the 
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course of his treatment, or the long period of 
inactivity in a sanatorium, and the isolation 
from home and friends which will be necessary 
for him if he is to get his best chance to get 
well. The procedure described above, then, has 
the important objective of establishing a strong 
patient-doctor relationship which as a rule gen- 
eralizes to other medical personnel upon whom 
the patient must depend. 

A trained social worker can also contribute 
to this process of helping the patient sustain his 
internal stability until he gets well. She can 


be very helpful if there are children to be pro- © 


vided for, or family finances to be straightened 
out while the sick person is away. This kind of 
assistance is usually managed in the same way 
as described above, not only with patient but 
with the involved members of the family. The 
persons involved in the distressing situation can 
be treated exactly as is the patient, not by mini- 
_ mizing the true situation, not by giving false 
reassurance, but by finding out what the situa- 
tion really means to them immediately and in 
the long run. They also must be allowed to 
express their emotions and they must discuss 
the alternatives that lie before them. A common 
result of the application of the procedures de- 
scribed above is the patient’s increased ability 
to sustain a situation which is admittedly difh- 
cult and beyond anyone’s power to alter. And 
this is precisely what we wish to achieve. 


Helping to Adjust to Inactivity 


Consider the next phase in the course of the 
patient’s adjustment to treatment, when he has 
been admitted to a tuberculosis sanatorium. He 
is away from his family and friends. Such a 
change in one’s life pattern may be emotionally 
disturbing in itself. Further, one becomes over- 
sensitive to anyone in the hospital who shows 
interest—one over-reacts to a friendly word from 
a doctor or nurse, and one over-reacts to a fan- 
cied slight. The doctor, nurse, occupational 
therapist, librarian, or kitchen attendant may 
take on special affectional meaning for the pa- 
tient. Slight changes in the attitudes of such 
hospital personnel may result in extreme dis- 
turbance of the affectionately starved patient, 
and he may then leave the hospital. 

What are effective ways of helping the patient 
in this situation? 


One applies the principles already outlined: 
one tries to help the patient express the way he 
feels about being in a hospital, either at the time 
the diagnosis is made, or when he reaches the 
hospital. One then helps him discuss the pros 
and cons of hospitalization, leaving the final 
decision to him (even though compulsion may 
be possible). One deals similarly, in the sana- 
torium, with any disturbances noted in the pa- 
tient’s behavior. 

For many patients, the enforced inactivity or 
markedly reduced activity is extremely difficult. 
Restlessness, hyperkinesis in bed, hypochondriac 
fear, belligerency toward the staff, depressing 
rumination over past events, sexual fantasies by 
the hour, over-reaction to letters from home, 
ideas of leaving the hospital—all may be seen 
as reactions to the strain. Here, too, the prin- 
ciples outlined can be applied, with some in- 
crease in the patient's ability to manage; but 
the listening physician may also become aware 
that “bed rest” isn’t really cutting down the 
activity level when a patient reacts so violent- 
ly, and then with the patient he may work 
out an adequate program which the patient 
can follow. 

A third major problem in the sanatorium 
comes up when surgical treatment is considered. 
The fears and ideas a patient may have about 
surgical treatment may be unsuspected by the 
doctor, and they need to be brought out into 
the open, if the patient is to co-operate well. 
Even such a simple procedure as ordinary pro- 
duction of pneumothorax caused one patient to 
faint each time, because the tuberculosis was 
regarded as a just punishment for a sin while 
the pneumothorax prolonged life and helped 
the man to evade punishment. In this way, there 
occurred at each injection an intense conflict 
with loss of consciousness. 


On Returning to Life in the Community 


When the patient is ready to resume ordinary 
life, he may again experience distress for reasons 
not obvious to the physician. He may have 
become too impressed with the dangers of activ- 
ity, so that now he responds with fears of self- 
injury to the sensations associated with increased 
activity. Thus a patient with arrested tubercu- 
losis may live outside a hospital but ever fearful 
of relapse, and never active at the level medically 
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permissible. He may face serious occupational 
changes when he is ready to resume life outside 
the hospital and the implications of these 
changes for his income, social status, etc., may 
be a source of intense distress. In this state of 
distress, he may suddenly have many new (or 
old) symptoms; he may be unable to go through 
the necessary gradual hardening process and 
thus he may delay optimal rehabilitation, or he 
may overdo things to prove he need not change 
his work, and he may suffer a relapse. 

Here again, the principles outlined are gener- 
ally effective. The man is helped to talk about 
his sources of distress and then possible solutions 
are discussed, after which it becomes possible 
to utilize any necessary technical help (as from 
the physical therapist or the vocational coun- 
selor) to aid the patient. 


. Similar Problems 


Problems like those of the tuberculous patient 
are likely to be of similar significance for the 
diabetic: (1) when the diagnosis is made, (2) 
when an adolescent boy or girl must learn to 
live with the disease, (3) when there is fear 
of injections, (4) when the patient must be 
hospitalized repeatedly for regulation, and (5) 
when the genetic factor in diabetes influences 
decisions about marriage and the bearing or be- 
getting of children. 


For many, it is difficult to accept the limita- 
tions imposed by diabetes upon the victim’s free- 
dom of social action, and upon his plans for life. 
Even when he acquiesces, the diabetic’s equilib- 
rium may suddenly change as he experiences a 
life crisis: a death, severe illness in his family, 
demotion, etc., and then his physician may need 
to help him in the manner described. 

The patient with structural heart disease tends 
to have difficulties (1) at the time of diagnosis, 
(2) during prolonged hospitalization for decom- 
pensation, (3) while at home on bed rest or 
reduced activity, (4) while considering changes 
of career or occupation, and (5) while puzzling 
on questions of adequacy in work and marriage. 

The stresses experienced by patients with 
various other chronic illnesses could be indicated 
similarly in relation to features peculiar to each. 
The physician who practices regularly the tech- 
nique outlined, whenever he suspects a patient 
with chronic illness of emotional disturbance, 
soon finds that he needs no lists to guide him, 
that the variety of sources of emotional distress 
in such patients is greater than here described, 
and that they are generally elucidated with 
little difficulty. When he has acquired some skill 
of this sort, he will be all the more certain of 
his decision that a particular patient’s problem 
is for him to solve, while another patient's prob- 
lem should be handled by a psychiatric consultant. 


REcENT sTupres have shown that aureomycin in minute amounts added, to the food of animals 
increases the rate of growth by as much as 50 per cent. Studies are now under way to see 
if the drug will similarly increase the growth of undernourished and undersized children. 


The medication cannot be accepted as safe for children until it is known that added tallness 
will not be associated with some defect of development somewhere in the body. 


Suudged Blood 
THERE HAVE BEEN many recent news items on “sludged blood.” They originate from the fact 
that one can look at the conjunctival vessels with a microscope and can see that in perhaps 
10 per cent of the cases the red blood cells run together. In the majority of these cases, the 
patient has a malignant tumor, severe diabetes, severe cardiovascular disease, tuberculosis, 
alcoholism, mononucleosis, asthma, arthritis, nephritis, nephrosis, rheumatic fever, cirrhosis 
of the liver, acute lymphadenosis, or hyperparathyroidism. Most of the patients affected are 


over 40 years of age. 


With this sludging of the blood, there is likely to be a high blood sedimentation rate. 
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GALLBLADDER DISEASE 


BY MARTIN E REHFUSS, M.D. 
Jefferson Medical College, Philadelphia 


Question: What is the gallbladder? 

Answer: The gallbladder is a diverticulum or 
way station in the pipeline from the liver to the 
intestinal tract. It is a hollow, muscular, pear-like 
viscus with a mucous membrane, a muscular 
coat, and an outer serous coat which corresponds 
to the layer of peritoneum or serosa. The mucosa 
is a relatively simple one with a few deep glands, 
but rich in lymphatics. The muscle coat is in- 
teresting because it literally consists of three 
coats. The fibers are so interlaced that constric- 
tion causes a concentric contraction of the organ 
with the cystic duct as the only possible outlet. 
It is well supplied with blood vessels and 
branches of the cystic artery which is part of the 
celiac axis. It is supplied with nerve fibers which 
are seen in the deeper layers of the organ in 
well-stained specimens. 


Question: What is the function of the gallbladder? 


Answer: The gallbladder has undoubtedly sev- 
eral functions, but I believe the most important 
is the storage and concentration of bile. This con- 
centration and storage function is the most im- 
portant because nearly all diseases of the gall- 
bladder affect it, and secondly, because all tests 
destined to throw light on its function in a sense 
measure the storage and concentration function. 
The x-ray study or cholecystogram reveals the 
extent and manner in which a certain dye is 
stored in the gallbladder. Duodenal drainage fol- 
lowing the introduction of a proper stimulant 
does the same thing and reveals the nature and 
extent of concentration. 

Another function may be regulation of pres- 
sure of bile in the common duct, acting as a side 
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trap to pressure at the ampulla, but its principal 
function must be the concentration and stor- 
age. If we remember that the healthy gallblad- 
der can concentrate liver bile eight to ten times 
and that 400 cc. of bile can be concentrated to 
40 cc., it is possible to get some idea of this func- 
tion. We believe the muscular coat is not passive 
but active in function. Years ago, we studied the 
isolated muscle of a steers gallbladder and in 
that organ, about three to four times the size of 
the human organ, the muscle showed distinct 
rhythmic activity which we called peristalsis. 
Call it what you will, we obtained traces by 
studying isolated muscle, which are shown in the 


figure on the following page. 


Question: Is the gallbladder necessary to life? 


_ Answer: Obviously not, as there are thousands 
walking around minus this little organ and ap- 
parently none the worse for it. Of late it has 
been seriously questioned as to whether a man’s 
digestion is as good without a gallbladder as 
with it. In any event, there are no important 
hormones, enzymes, or chemical reactions which 
the organ elaborates and which are necessary to 
life. After cholecystectomy, one sees a partial 
readjustment of the bile mechanism, so that dila- 
tation of the common duct often follows, and 
with many cholecystectomized cases on duodenal 
drainage, you get a fraction which is more highly 
concentrated. 


Question: How does the gallbladder work? 
Answer: For many years, older clinicians were 


brought up on the idea that there was a contrary 
innervation of the gallbladder which we know 


receives branches both from the vagus and the 
sympathetic side. We had taught that when the 
sphincter of Oddi, the terminal sphincter at the 
end of the common duct, contracted, the gall- 
bladder relaxed, and when bile was expelled, the 
reverse took place—namely, relaxation of the 
ampulla and contraction of the gallbladder. That 
explanation was a simple one and seemed to 
explain much until two separate series of obser- 
vations were noted. 

In the first place it was shown that the con- 
traction of the gallbladder was not the result 
of the nervous mechanism, but took place 
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through hormonal action. It was Ivy and his 
group who showed that cholecystokinin, a hor- 
mone, elaborated in the duodenal wall and was 
initiated by the entrance of fats. This hormone 
is carried by the circulation and appears to be 
the specific hormone concerned with gallbladder 
evacuation. Today all of us who have worked 
with cholecystokinin acknowledge this fact. The 
only difference of opinion seems to be the effect 
of cholecystokinin on such things as the smooth 
muscle of the bowel. 

The second experiment, performed in the 
laboratory of Doctors Thomas and Snape here 
at Jefferson, is equally significant. We had be- 
lieved and taught that opening of the ampulla 


forms of acute cholecy 


resulted in evacuation of the gallbladder, but 
Snape proved in duodenal fistula dogs, that 
canalization of the common duct failed to evacu- 
ate the gallbladder. Apparently the organ does 
not evacuate in this fashion. Some other mech- 
anism must explain gallbladder evacuation. 


Question: Does vagotomy influence the action of 
cholecystokinin? 


Answer: If you follow the work in Doctor 
Thomas’ laboratory, you realize that such an 
operation as vagotomy results in a definite delay 


Schematic arrangement of gallbladder func- _ 
tion. A diverticulum in the pathway from the 
liver to the intestine structurally composed of 
@ muscularis and mucosa. Evacuation probably _ 
produced by hormone cholecystokinin via the 
bloed stream. Vagus nerve regarded as motor 
nerve to gallbladder probably mediates re- 
sponse but does not effect auction of chole- 
cystekinin. Cannula in the ampulla fails to 
cause contraction of the gallbladder which is 
probably due to specific hormone. Sphincteric _ 
tension probably resultant ef two forces, 
thickened smooth muscle at the end of the 
common duct, and the layers ef duodenal 
muscle. Schematic representation of stones 
suggests possible sequence ef symptoms fol- __ 
lowing stone migration. 


in the latent period, but has no effect on chole- 
cystokinin intravenously. This would indicate 
that the initial phase is under nervous control. 
Certainly the response of various food stuffs into 
the duodenum shows a lengthening of the latent 
period with vagotomy, suggesting a nervous 
mechanism. 


Question: How is the gallbladder diseased? 


Answer: Practically all of the vast literature 
on gallbladder disease crystallizes the etiologic 
agencies which affect the gallbladder and biliary 
tract along three lines: (1) Infection and its 
consequences, (2) Stasis, and (3) Modification 
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of the bile itself. An entire article could be 
devoted to a separate discussion of each of these 
problems. Some are clear while others are not 
so apparent. First of all, we know the gallblad- 
der, like any other organ, can become infected. 
We know that where cultures were taken, these 
revealed organisms like the Gram-positive cocci 
affecting the head and upper respiratory passages 
and also the dominant organisms affecting the 
bowel, namely the Bacillus coli and Streptococ- 
cus fecalis. Occasionally a Welch bacillus infec- 
tion is reported. We know the important 
infections affecting the organ, and for infection 
alone, we now have appropriate antibiotics. 

The big question is whether infection is pri- 
marily responsible for most gallbladder condi- 
tions or whether metabolic, physiologic, or 
chemical disturbances are responsible. This is 
no place to renew that controversy. There is 
little doubt that certain organisms do affect the 
viscus, and that certain parts of the gallbladder 
wall are vulnerable. On the other hand there 
is little doubt that many of the gallbladders 
removed at operation are sterile. We have main- 
tained that a sterile gallbladder at operation does 
not invalidate the idea that such a gallbladder 
may have been previously infected. In any event, 
we agree that gallbladders do become infected. 
Any organ so situated can scarcely be free from 
alteration in the bile which is introduced and 
changes affecting its transport. 

Obviously the liver is responsible for the 
nature of the bile entering the gallbladder, and 
many observers from Chauffard on have main- 
tained that alteration of the liver bile was pri- 
marily responsible for further change in the 
gallbladder, particularly cholelithiasis. If choles- 
terol is kept in solution by bile salts, and the 
bile salts are more or less a specific function of 
the liver, it follows that the situation can arise 
where stasis and undue concentration can favor 
stone formation. This may be preceded by, pre- 
cipitated by, or followed by infection. We shall 
not prolong discussion of this point, but it must 
be obvious that the nature and ultimate destina- 
tion of bile are intimately correlated with 
healthy liver function on the one hand and 
efficient biliary tract function on the other. 


Question: What are the diseases of the gallbladder? 


Answer: The gallbladder is like almost every 
other organ. If you look at the gallbladder from 


the standpoint of the pathologist, it is subject 
to inflammations, newgrowths (both benign and 
malignant), certain systemic diseases, as well as 
a condition uniquely confined to the biliary tract, 
namely the development of calculi. We only 
expect to find gallstones where bile has access. 

For practical purposes, however, there are two 
large categories of gallbladder disease which are 
of interest to the general practitioner, namely 
the inflammation (cholecystitis) and stone (cho- 
lelithiasis). Of course, we have adenoma, car- 
cinoma, parasitic infections, and a variety of 
different conditions, but the practitioner usually 
thinks in terms of stone and inflammation when 
he thinks of gallbladder disease. 

Let us review briefly a few facts which largely 
determine the status and behavior of the patient 
as well as the reaction of the patient to these 
conditions. Inflammation may be acute or chronic. 
It may be fulminating or mild. It may go 
through all the changes from hyperemia to 
empyema and even perforation. It may be slow 
and chronic in evolution, compromising one or 
all layers of the gallbladder wall and, in turn, 
its function. Think of gallbladder disease in that 
way and you have a head start on the whole 
problem. If the mucosa is destroyed, the gall- 
bladder cannot concentrate. If the muscularis is 
destroyed, it cannot contract. If the cystic duct 
is blocked, another sequence of events occurs 
that is equally disconcerting. 

Now look at the stone problem. We'll forget 
all about the question df how many stones there 


_are and what their intimate composition is; let 


us just ask ourselves what happens. Stone, for 
diagnostic purposes, occurs in four positions: 
(1) Free in gallbladder. Obviously some people 
have large calculi for years and are totally un- 
aware of their presence until an x-ray survey 
reveals them. They may be small or large stones 
which occupy position (2), the cystic duct. We 
then have biliary colic which may or may not 
occlude and block the duct with all the conse- 
quences of stasis and infection, but we have no 
block of the main duct and hence no jaundice 
unless there is pressure of associated cholangitis. 
(3) The third position is obviously the stone 
that has migrated to the common duct, and now 
we have obstructive jaundice with or without 
infection that goes with it. Finally, we now have 
(4) the ball valve position with its characteris- 
tic remissions of jaundice. 


GP © December, 1950 71 


Question: What are the points to be emphasized in 
the diagnosis of gallbladder disease? 

Answer: First is the taking of a careful history. 
Most gallbladder histories are of two types, the 
first of which is the flatulent type of indigestion 
nearly always aggravated by fats. Therefore, 
upper abdominal indigestion precipitated or ag- 
gravated by fats, occurring later in life, suggests 
gallbladder disease. In some 2,000 cases of 
biliary tract disease, the average age was 43. 
With ulcer it is earlier and different. The type 
of indigestion is important. 

The other significant thing in the history is 
the so-called “biliary colic.” This, like the indi- 
gestion, may be mild and persistent, or stormy 
and fulminating. The severity of the pain, its 
characteristic radiation, the paucity of physical 
signs, and the possibility of subsequent inter- 
ference with bile and jaundice, offer an inter- 
esting series of events. When you have charac- 
teristic colic, you usually have stone. You must 
figure on the ultimate disposition of the stone. 
Has it become impacted? Has it been followed 
by infection? Or, has it passed? 


Question: What does physical examination reveal? 
Answer: Many believe the physical examina- 


tion is one of the most important examinations 
in the determination of biliary tract disease. 
The demonstration of localized tenderness, mus- 
cular defense, or even a mass is most significant, 
particularly when it is unilateral, right-sided, and 
over the gallbladder area. I have always con- 
sidered (if one employs deep palpation from 
below upward) the demonstration of deep-seated 
tenderness, rebound tenderness, or muscular 
defense, as significant of gallbladder inflamma- 
tion. Even more significant are such findings as 
a palpable mass, muscular rigidity. When you 
get localized upper right-sided tenderness, you 
have one of the most suggestive signs known. 
Remember this: the gallbladder is always on the 
lower surface of the liver. Normally it is at the 
intersection of the outer border of the right 
rectus muscle and the ninth costal cartilage. It 
may be in the lower right quadrant with enlarge- 
ment of the liver. ‘ 


Question: What part does x-ray examination play 
in diagnosis? 


Answer: Perhaps the greatest x-ray contribu- 
tion in the last few decades has been standardi- 


zation of the x-ray examination. For some time 
in our institution, Priodax has been used. The 
oral technique is easy. Of course, if the patient 
vomits or has severe diarrhea, that would alter 
results, but normally the gallbladder behaves in 
routine fashion and the dye is eliminated by 
the liver and concentrated in the gallbladder. 
The x-ray examination should show the position, 
form, and degree of evacuation of the gallblad- 
der, except in those instances in which it is 
nonvisualized. Some operators can detect the 
degree of mobility on the fluoroscopic screen. 
For many years in my office we did routine 
cholecystograms on every case. We were in 
serious trouble on several occasions with the old 
intravenous method, but the oral method rarely 
gave trouble. 

What do you look for? First, the outline of 
the organ. This is extremely important because 
the normal gallbladder is a smooth, pear-shaped 
organ and the diseased, adherent gallbladder 
may be irregular and altered. Second, the posi- 
tion of the gallbladder may show filling defects 
from adjacent organs. Third, concentration which 
may vary all the way from slight visualization to 
a pronounced opacity, even obscuring calculi. 
Position refers to anatomy; outline refers to in- 
tact or distorted relationship with its surrounding 
structure. Concentration is dependent on the in- 
tactness of its physiologic mechanism of concen- 
tration. It demands that liver bile be introduced 
through the cystic duct. Finally evacuation de- 
mands intact hormonal and muscular function. 

A cholecystogram may be abnormal in all of 
these features, or it may be abnormal in only 
one. The quality of the shadow is important, 
and the presence of either denser shadows or 
areas of lesser concentration are significant be- 
cause they may be due to calculi: Pure choles- 
terol stones are usually negative shadows, 
calcium-rimmed or infiltrated, and calculi are 
readily apparent. Stones may be single, large, 
isolated, or multiple, literally filling up the gall- 
bladder. It is the small group of itinerant stones 
that like to suddenly impact in the cystic duct 
and that may give more trouble than the single 
stone. When free in the gallbladder they 
naturally move and can be demonstrated to do 
so. I have seen small calculi that showed up in 
upright position and were lost in recumbent 
position. Some stones are so apparent that any- 
one could diagnose them, but in doubtful cases, 
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top: Normai gallbladder visualized by cholecystogram 
(Priodax). Normal shape, size and position. MIDDLE: 
Gallbladder visualized without any opaque material 
being given because of amorphous calcium in the bile 
and calcification within the wall. Stones are visualized 
in the cystic duct. Visualization of this type always im- 
plies cystic duct obstruction (phimistic). BOTTOM: A 
double gallbladder visualized by cholecystography. 


it requires all the acumen of an experienced 
roentgenologist to interpret correctly these sha- 
dows. Remember, a gallbladder filled with cal- 
culi may explain nonvisualization. 


Question: What about the nonvisualized gallbladder? 


Answer: Nearly everyone considers it abnor- 
mal. A nonvisualized gallbladder may result 
when liver bile is not delivered to the gallblad- 
der, either because of nonformation, or obstruc- 
tion of the afferent system (which may involve 
everything up to the smallest biliary radicles) 
so that in most cases of jaundice where output 
of bile is compromised, the gallbladder is not 
visualized. A second cause is cystic duct obstruc- 
tion which prevents liver bile from entering. A 
third cause is the presence of something else 
besides bile which fills the viscus—stones, in- 
flammation, material, etc. Finally, in the absence 
of these, we can explain a nonvisualized gall- 
bladder by disease of the gallbladder wall which 
prevents concentration of the dye. I won't 
elaborate on the problem, but when one studies 
these diseased gallbladder walls under a micro- 
scope, one can readily appreciate that this is so. 


Question: What does duodenal intubation show? 


Answer: Duodenal or biliary drainage, when 
carried out by those who are thoroughly trained 
in these procedures, gives us much information 
of unsurpassed value. In the first place, it gives 
us a specimen of bile for study. This is vitally 
important, and if our technique is correct, you 
should get duodenal bile, gallbladder bile, and 
liver bile. The normal color sequence is perhaps 
the most characteristic thing about the pro- 
cedure, just as a certain type of visualization is 
the most characteristic thing about the x-ray 
study. Both are dependent on concentration 
function. Failure to obtain either is pathologic 
and must be explained. The observer with a tube 
in place can try several methods of inducing 
evacuation while the x-ray observer must rely 


: 
4 
: 
— 
; 
— 
— 
= 


top: A gallbladder containing many small cholesterin 
stones. In spite of the presence of stones the gallbladder 
is well visualized. MIDDLE: Same gallbladder with the 
patient in the erect position showing beautiful layering 
of the stones. BOTTOM: Same gallbladder as 4 and 5 
having contracted under the stimulus of a fat meal. 


on the single fat meal. In both instances, if he 
carries out his procedures in the morning, he 
is working with the same intrinsic problem—the 
overnight accumulation of concentrated bile in 
the gallbladder. But the clinical observer can 
observe much more than color sequence (con- 
centration), icterus index, gravity, etc. He can 
study the bile microscopically for crystals (cho- 
lesterol, calcium, bilirubin), for parasites (vary- 
ing all the way from Giardia (which is com- 
mon) to hookworm (which is rare) for evidence 
of pus, mucus, and bacteria. This is an inter- 
esting problem and could be discussed at length, 
but we shall limit ourselves to a single remark, 
namely that proper technique is the basis for 
proper interpretation and here as elsewhere, ex- 
perience is a factor. 


Question: What treatment is available for gallblad- 
der disease? 

Answer: Two methods of treatment are avail- 
able, one surgical, the other medical manage- 
ment. Some clinicians would have us believe 
there is only one method of treatment—surgical 
removal for any gallbladder even if the upset 
was light and inconsequential; others see certain 
indications for medical management. Let us 
review some of the evidence and then reach 
our conclusions. 

Three points favor the surgical solution: (1) 
The fact that cholecystectomy today is a rela- 
tively safe procedure and the mortality has been 
progressively lower. (2) The organ can be dis- 
pensed with without seriously jeopardizing 
health and efficiency. (3) With calculus, the 
removal of the foreign body removes a serious 
threat. 

Against surgical intervention are: (1) Certain 
groups of older people who present a serious 
risk from associated chronic cardiovascular, kid- 
ney, or liver disease. Many of these have at best 
a limited life tenure, apart from biliary tract 
disease. (2) Experience as revealed by a large 
group of surgical statistics shows that the re- 
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top: Faint visualization of gallbladder due to cholecys- 
titis. The visualization is sufficient to outline several 

ue stones. MIDDLE: A normal cholangiogram 
accomplished through a “T” tube p'aced in the com- 
mon duct (diodrast was the opaque material used). 
BOTTOM: Cholangiogram showing a stone lodged in 
the end of the common duct (arrow). 


moval of the noncalculous cholecystitis type of 
gallbladder is by no means followed by uni- 
formly successful results. These patients sympto- 
matically fail to justify the trip taken to the 
operating room and some of them become more 
difficult later on. Gallbladder disease is nearly 
always secondary to a variety of other conditions 
rather than a primary condition. It is an end 
result and rarely a cause. If the patient's com- 
plaints are clearly due to calculi, then the re- 
moval of these results brings about a complete 
cure, but when you remove a noncalculous 
cholecystitis, the patient will frequently com- _ 
plain of continued flatulence, indigestion, con- 
stipation, stiff joints, poor circulation, and you 
have done little to relieve him, because the 
gallbladder is only part and parcel of a far-flung 
disturbance. You get little thanks for your sur- 
gical intervention when he realizes that he is 
not relieved. 

Now the average textbook summarizes the 
whole picture in a few words: stone and chole- 
cystitis spell operation; with noncalculous chole- 
cystitis, hesitate unless localization and findings 
suggest an active focus. If the gallbladder prob- 
lem is indolent and inactive, one hesitates and 
attempts medical management. 


Question: What about those cases which are not 
submitted to surgery? 

Answer: First of all, those cases which are not 
submitted to surgery belong in three classes: 
(1) Those patients who refuse surgery; (2) 
those in whom surgery is dangerous, and offers 
too little return on too great a risk; and (3) those 
in whom the general survey of the patient shows 
that the gallbladder is but subsidiary to the 
general problem. 

Classed with the first group are no consequen- 
tial number of sufferers. I have seen many pa- 
tients who refused surgical intervention simply 
because they themselves were not convinced 
that they had suffered enough. The man who 
continues to have his gallbladder trouble regard- 
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less of careful medical management, is readily 
amenable to surgical suggestion. You don’t get 
any thanks when you are called to see a case 
of flatulent indigestion and you suggest surgery, 
only to have your patient consult a more re- 
sourceful practitioner who outlines a diet and 
medicinal plan which relieves him. A year later 
he has another attack and then he is amenable 
to surgery and thoroughly convinced. A patient 
with a chronic cholecystitis who fails to make 
progress with medical management is usually 
amenable to surgery. 

In any event, by consensus, patients with 
stone, acute cholecystitis which fails to subside, 
and chronic cholecystitis which fails to respond 
to medical treatment, are the candidates for sur- 
gery. On the other hand a mild attack of acute 
cholecystitis will frequently subside. This justi- 
fies medical management. 


Question: What can we do for the gallbladder 
patient? 

Answer: We can do four things for the aver- 
age gallbladder patient, each one of which is 
important. (1) We can supervise his diet. This 
means we can so arrange the diet as to almost 
completely splint the gallbladder or we can 
stimulate an inactive organ. (2) We can use a 
whole category of antispasmodics, analgesics, 
cholagogues, and choloretics to control and allay 
the symptoms, to modify physiology of the gall- 
bladder, and to make the patient comfortable. 
(3) In infective cases, we have available the 
whole gamut of antibiotics, some of which have 
been shown to concentrate in bile and a com- 
bination of which covers most of the known 
infections of the biliary tract. (4) We have in 
duodenal intubation a method not only of in- 
vestigating bile, but a method of attempting 
mechanically to flush the ducts. Each one of 
these categories is important. 


Question: What are the important points in dietetic 
control? 

Answer: With a low-fat, low-cholesterol diet, 
you literally set the gallbladder at rest. This diet 
cuts out all fats but butter fat. It cuts out eggs 
and cream, all fatty meats and all fatty fish, 
and most of all, all foods prepared with fat. This 
measure alone with proper supervision is often 
the most important one. Biliary tract sufferers 
have a tendency to food allergy, perhaps more 
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so than any other group of digestive sufferers. 
Sooner or later you add fats like cream and eggs 
to the diet to achieve increased work on the 
part of the gallbladder. By diet you can prescribe 
not only the amount of functional activity of 
the organ you will allow a gallbladder patient 
to have, but it is probable that a low-cholesterol 
diet will play some role in lessening the forma- 
tion of cholesterol deposits or stones. 

Some advocate a diet which is high in fats. 
Andresen advocates an egg, cream, milk, gelatin 
diet which he claims has given him excellent 
results over many years. I have looked after 
more than two thousand cases of gallbladder 
disease and after nearly 35 years, I have come 
to the conclusion that if you are going to treat 
any chronic disease with a diet, you should 
have as balanced a diet as possible. I am neither 
convinced by those who maintain that meat, 
poultry, and fish are poorer sources of protein 
than dairy products, nor am I convinced that 
dairy products are a satisfactory dietary for the 
rest of one’s life. I frankly confess that I was 
influenced perhaps unduly by Chauffard’s low- 
cholesterol dietary. And, our plan has been to 
treat the acutely ill gallbladder case, whether it 
be stone or acute cholecystitis, by lessening for 
a period of time at least, the work of that organ. 
For many years I have started my patients on a 
low-cholesterol diet and as conditions abated, 
added cream and eggs. I have permitted butter 
as being what Chauffard pointed out years ago, 
the most digestible form of fat. But a low- 
cholesterol diet does not mean a fat-free diet. 
And in the long run, a balanced dietary is the 
best guarantee of continued good health. 

I am just as insistent on the method of food 
preparation as the food which is used. No fried 
or sautéed food is permitted, and I have seen 
enough fancy sauces in this country and abroad, 
to realize that these can constitute a potent 
source of trouble. Many patients can eat plain 
crab meat with lemon juice or broiled lobster, 
but not lobster thermidor, crab meat au gratin, 
and the many fancy variations of these popular 
foods. Gallbladder patients notoriously exhibit 
food allergies. 

Furthermore, gallbladder disease is frequently 
associated with four common conditions—pan- 
creatitis, coronary disease, duodenal ulcer and, 
less frequently, with demonstrable hepatitis. 
When cholecystectomies were performed, I had 
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sections of the liver cut, and I am still not con- 
vinced that biliary tract disease is necessarily 
associated with hepatitis. Gallbladder disease is 
usually an end result, not a cause, although it 
may be an infective focus. 


Question: What drugs are available? 


Answer: The carminatives and sedatives 
which are always indicated in flatulent indiges- 
tion. Any number of combinations are available. 
Then we have the long list of antispasmodics, 
belladonna, hyoscyamus, Syntropan, Trasentine, 
papaverine, all of which can be used, and for 
pain we have phenacetin, acetylsalicylic acid, 
codeine, Demerol, Pantopon. For choloretic 
drugs we have bile salts and the whole pro- 
prietary group of special drugs like Decholin, 
Ketochol, Probilin. The same combinations used 
to allay the indigestion of ulcer are often effec- 
tive in allaying the irritable flatulent indigestion 
of a biliary tract case. The same flaxseed poultice 
will often soothe the biliary tract sufferer. In in- 
fective cases, we have penicillin, dihydrostrepto- 
mycin, aureomycin, chloromycetin, which may 
be of infinite value in a selected case. A combi- 
nation of these is specific for almost all micro- 
érganisms that we know can infect a gallbladder. 


Question: Is the duodenal tube of any value? 


Answer: The duodenal tube is the only way 
we can obtain bile from the untraumatized indi- 
vidual, and it is the only way we can assay 
directly the effect of any given material. In the 
early days it was thought to be a panacea, then 
the pendulum swung the other way and it was 
considered of no value. Both theories are in- 
correct. The plain truth is that the duodenal 
tube is only a means to an end. You can obtain 
the bile sequence; you can occasionally help to 
clear the ducts. In some cases of stasis, the sub- 
jective results are remarkable. It is apparent to 


every observer that the psychologic effect can 


be of paramount importance when dealing with 
a functional or even an organic case. 

Duodenal intubation is not without danger. In 
three instances, among thousands, I have had 
stone impaction, and fulminating cholecystitis 
demanding immediate surgery. Duodenal in- 
tubation should not be done if the patient has 
evidence of active coronary disease. This is not 
a procedure which should be done by the un- 
initiated. Nor is it one that can be done hur- 
riedly. It needs patience and care, and in capable 
hands is a procedure of great value. It has a 
place in therapy both in the emplacement of 
material in the duodenum and in controlling 
flushing of the ducts, but as a routine thera- 
peutic procedure it is now rarely used. Nearly 
all those clinicians whose opinion the writer 
values, use it for diagnosis and where indicated 
for therapy. 


Question: What are we to do when confronted with 
treating a patient with gallbladder disease? 

Answer: Make up your mind as to which 
plan you will follow—surgical or medical. If the 
former, then you are compelled to prepare your 
patient with proper preoperative care. If the 
latter, then you will outline your program and 
see that your patient understands and knows 
what you are driving at, and is sufficiently in- 
terested to co-operate. Then your next step is 
to arrange for a recheck which may mean, not 
only a survey of the patient’s history in the 
interval and a physical examination, but even 
a return cholecystogram or duodenal intubation. 

We have included here two diagrams, one the 
symptoms of biliary tract disease and the other, 
the complications. It is most important for the 
general practitioner to recognize these possibil- 
ities and follow through. It is surprising to note 
how much sensible medical advice and sugges- 
tion can do for biliary tract sufferers who are 
denied access to surgery or that other group 
where surgery has failed to afford relief. 


AT THE LAsT MEETING of the Association of American Physicians, Marshall, Harvey, Howard, 
and others reported the use of a new drug, hydroxyl-phenyl-cinchoninic acid, in cases of acute 
rheumatic fever. It caused usually a rapid drop in the fever and an improvement in the pain. 
In three cases, however, there was a relapse which had to be treated again. 
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THERAPEUTIC HINTS 


Hyperthyroidism and Radioactive lodine 


Accorpinc to S. C. Werner, E. H. Quimby, 
and C. Schmidt, writing in the December, 1949, 
American Journal of Medicine, 103 patients suf- 
fering from hyperthyroidism responded well to 
the giving of radioactive iodine. The doctors 
gave from 100 to 200 microcuries of the iodine 
per estimated gram of gland weight. The total 
dosage was usually between 3 and 15 millicuries. 
The doctors thought that this form of treatment 
is the method of choice for hyperthyroidism that 
has reappeared after an operation. 

A number of articles have recently been writ- 
ten on the treatment of toxic goiter with radio- 
active iodine. For instance, in the American 
Journal of Roentgenology and Radium Therapy 
for June, 1950, H. F. Hare and F. A. Salzman 
reported a follow-up of 198 cases of cancer of 
the thyroid in which the diagnosis was made 
prior to 1936. Most of these patients were treated 
with radical surgery followed by roentgen ther- 
apy. The poor results were obtained in cases of 
alveolar adenocarcinoma and giant cell carcino- 
ma. The authors believed that radioactive iodine 
will probably prove of most value in the more 
slowly growing types of tumor. They did not 
feel that there was any reason for using it in 
cases of primary alveolar adenoma with invasion 
since in such cases the results of surgery are 
satisfactory. They felt that the drug should be 
valuable in cases of papillary adenocystoma and 
papillary adenocarcinoma. 

After a single dose of 100 microcuries per 
estimated Gram of gland weight, a remission 
occurred in 36 of the 63 patients, or 57 per 
cent. Five of the patients were made even hypo- 
thyroid. In some cases a second dose was given 
later, and this helped some more patients. In 
some cases, even a third dose was given. Even- 
tually, 96.3 per cent of the patients were re- 
lieved of their symptoms. The 3 per cent who 
failed to respond had to be treated surgically. 
There were no bad by-effects. 

In the next article in the same journal, S. C. 
Werner, L. D. Goodwin, E. H. Quimby, and 
C. Schmidt reported the use of radioactive 


78 


iodine in the diagnosis of goiters. They stated 
that the radioiodine uptake of a normal thyroid 
gland in 24 hours is between 10 and 35 per 
cent. This test fails in perhaps 6 per cent of 
patients with a toxic goiter, because the uptake 
is less than 35 per cent. One has to be careful 
that within the previous 12 weeks no iodine was 
given. 


Vitamin A and Tinnitus 


SoME TIME Aco, Lobel reported astonishing re- 
sults in cases of deafness and tinnitus with the 
use of massive doses of vitamin A. Naturally, 
physicians look with a good deal of doubt on 
such reports, but now come J. R. Anderson, H. 
J. Zoller, and L. W. Alexander, writing in Eye, 
Ear, Nose and Throat Monthly for February, 
1950, and they say that to some extent they can 
confirm Lobel’s results. Naturally some persons 
were helped more than others. The most strik- 
ing results were seen in the cases of patients suf- 
fering from tinnitus. Seventeen of the 23 pa- 
tients were helped. 

Physicians wanting to try these injections of 
50,000 units given intramuscularly twice a week 
for six weeks must remember that similar treat- 
ment for arthritis has occasionally been disas- 
trous. It has resulted sometimes in a picture of 
diabetes insipidus. It must be stopped soon if 
good results are not promptly obtained. 


Cough 

THERE is a good article on the management of 
cough by Captain A. Worth Hobby in the 
United States Naval Medical Bulletin for Janu- 
ary-February, 1950. The object of helpful cough 
is the removal of mucus, inflammatory products, 
foreign bodies, extravasated blood, or secretion 
resulting from circulatory congestion. Much 
cough results from irritating sensations arising in 
the respiratory tree. 

Harmful coughing can be produced by sensa- 
tions arising outside of the bronchi. It can be due 
to pressure on the trachea or the bronchi exerted 
by inflammatory mediastinal masses or tumors, or 
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dilated blood vessels, or bronchial tumors, or it 
may be due to bronchial secretions so tenacious 
that they cannot easily be coughed out, as in 
cases of asthma or whooping cough. A cough 
may be due to heart failure, or some obstruc- 
tion of the bronchial tree, or to atelectasis of the 
lung, emphysema, or pulmonary fibrosis. Some 
cough is psychogenic and a sort of habit or tic. 

In cases of ineffective cough the patient often 
needs rest and sedatives. If allowed to go on 
coughing the patient may become exhausted, 
and perhaps cyanotic, short of breath and in 
danger of heart failure. He may be unable to 
sleep, and after violent coughing he may vomit 
his food. If he happens to have a fracture of a 
rib, endless coughing can do him harm. In such 
cases sedatives should be given. 

Today a common cause of chronic cough is 
excessive smoking. Another cause is an allergic 
reaction to certain dusts or pollens. In rare 
cases cough can be due to stimuli coming from 
certain branches of the vagus nerve. It can re- 
sult from bronchiectasis with destructien of the 
mucosal cilia which are constantly sweeping ma- 
terial through the bronchi up to the mouth. A 
very troublesome cough can be due to irritation 
arising in the larynx. 

Violent coughing spells can follow a small 
stroke and are then due to the entrance of food 
into the poorly protected larynx. Also, with a 
small stroke affecting the brain stem, a very 
sticky and tenacious mucus may form in the 
throat. This can sometimes be loosened up with 
the help of ipecac. Occasionally severe cough is 
due to a small patch of bronchopneumonia. Seri- 
ous cough is present, of course, in cases of 
asthma. Or it may be associated with a pleurisy. 

Among the drugs used for the relief of cough, 
one of the best is codeine. Among supposed ex- 
pectorants are ammonium chloride, ammonium 
carbonate, and the iodides. Several writers have 
questioned whether these drugs often do what 
they are supposed to do. 

The nauseant expectorants are syrup of ipecac, 
tarter emetic, squill, and senega. 

The so-called demulcent expectorants are 
supposed to quiet the mucosa of the pharynx. 
Some physicians use syrup of acacia, licorice, 
glycerin, and cane sugar, made up into cough 
drops of various kinds. Some troches contain a 
local anesthetic such as Nupercaine or menthol. 

Among the so-called stimulant expectorants is 


GP @ December, 1950 


creosote which probably shouldn’t be used be- 
cause it has a horrible taste and is of doubtful 
benefit. Guaiacol used to be a favorite drug 
with the older practitioners. Terpin hydrate is 
still used. The older physicians used much bal- 


* sam of Tolu and Peru. Others used pine tar. It 


is questionable how much effect these drugs 
have. 

Among the antispasmodic drugs are those of 
the atropine family: belladonna, stramonium. 
lobelia, and hyposcyamus. Nitrates and papaver- 
ine might possibly dilate the bronchial muscle a 
bit. Some physicians still apply mustard poul- 
tices to the skin of the chest hoping to get a re- 
flex effect. Other men use heat, diathermy, and 
violet rays. When there is any tendency to 
cyanosis and shortness of breath, an oxygen tent 
can be very helpful. 

Today the antibiotics are being given, some- 
times in the form of an aerosol. The aerosol par- 
ticles are blown into the lung, often with the 
help of oxygen. A trace of ephedrine may be 
added to the aerosol. Especially in cases of asth- 
matic cough, irradiation of the thorax with roent- 
gen rays will sometimes help. 

Many physicians prescribe a steam kettle con- 
taining water to which some compound tincture 
of benzoin or oil of pine has been added. 

In the modern tuberculosis sanitarium the pa- 
tients are taught to restrain so far as possible 
their desire to cough. Especially when a person is 
around other coughers, coughing can become 
contagious and then the temptation must be re- 


_ strained and the habit broken. 


Gout 


In THE Annals of Internal Medicine for October, 
1949, J. H. Talbott suggested strongly that in 
acute attacks of gout 0.5 mg. colchicine be 
given every hour until the stomach rebels. From 
10 to 14 doses are usually sufficient. The col- 
chicine is then stopped and paregoric is given to 
quiet the bowel. In the case of patients who are 
getting frequent attacks of arthritis, one or two 
tablets of colchicine can be given each day. In 
less severe cases one or two tablets a week may 
help. 

Talbott thinks that a balanced diet with a lib- 
eral fluid intake may work just as well as rigid 
dieting. As all physicians know, the foods which 
are usually prohibited are liver, sweetbreads, kid- 


neys, and brains. A moderate allowance of meat 
can be taken. 

About one in six of the relatives of gouty 
people have an abnormally high blood uric acid, 
usually without symptoms of gout. 

Gout should be thought of whenever a pa- 
tient has acute attacks of violent pain in a joint 
and particularly the big toe joint. These attacks 
come out of a clear sky, often around 2:00 a.M.; 
later, for awhile the patient may be perfectly 
comfortable. If a doctor will keep his eyes open, 
every year he will run into a number of patients 
with gout. 


Armpit Infections 


AN OLDISH Doctor who sees the term hidra- 
denitis suppurativa axillaris wouldn’t be blamed 
for asking what on earth it is. If he saw the pa- 
tient he would probably say that he had a fur- 
unculosis or a carbuncle in his axilla. Hidraden- 
itis is the new term for infection of the sweat 
glands. 

In Radiology for January, 1950, S. G. Schenck 
reports that roentgenologic treatment appears to 
be best in these cases. The axilla is irradiated 3 


times a week for from 5 to 10 treatments. 


Trichomonas Vaginalis 


EXCELLENT RESULTS with a new treatment for 
Trichomonas vaginalis are reported by C. Regi- 
nald Sluming in the British Medical Journal, 
May 13, 1950. He used dinaphthalene methane 
silver disulphonate (Viacutan). He tried it in 
over 20 highly resistant cases, and in all of them 
it gave relief after a week’s treatment. Each day 
the vagina was painted with a 1 per cent aqueous 
solution of the drug and this was followed by in- 
suffation with an acetarsol compound powder 
and the insertion of suppositories containing 
acetarsol. With this treatment there were no re- 
lapses. 

The foregoing is interesting because there are 
many cases in which the present-day treatment 
for Trichomonas vaginitis is far from satisfactory. 

In some cases the parasite may perhaps get 
into the glands of the cervix or into Skene’s or 
Bartholin’s gland, or into the urinary bladder. 
Doubtless often the woman gets reinfected from 
parasites which are kept under the husband’s 


foreskin. In quite a few cases men have been 
found to have the flagellates in their prostatic 
secretion, and then it would seem impossible to 
cure the wife. 

The preparation of dinaphthalene methane 
silver disulphonate used by Sluming contains a 
wetting agent besides a water soluble yellow dye 
which shows what areas have been treated. The 
material has the property of attaching itself to 
and penetrating the tissues. The silver salt goes 
deeply into the epithelium. 

According to James C. Janney, in his new 
book on medical gynecology published by 
Saunders, Trichomonas organism can be killed 
even with tap water if the water can reach the 
“bugs.” He advises the use of merthiolate sup- 
positories. As he says, one difficulty is that often 
the patient keeps getting re-infected from her 
husband. 

In some cases, a bad Trichomonas infection can 
be eradicated only when the parasite can be elim- 
inated at the same time from both the bladder 
and the vagina. 


Memphenesin or Oranixon 


MEMPHENESIN or Oranixon is a drug just ac- 
cepted by the Council on Pharmacy and Chem- 
istry. It is 3-ortho-tolxy-1,2-propanediol. It is a 
synthetic cresol glyceryl ether. It may prove help- 
ful in a number of diseases because of its relax- 
ant properties. Fortunately it is quickly excreted 
and not very toxic. 

It has a curare-like effect which may be use- 
ful to the anesthetist. It also is a local anesthetic. 
It may be helpful in Parkinson’s disease and in 
states of nervous tension. 

The dose for adults is 1 Gm. given orally 3 to 
5 times a day. If it is to do any good it will do so 
in a couple of days. It comes in tablets of 250 
mg. or in an elixir, containing 0.1 Gm. of 
Memphenesin in each cc. The distributor is Or- 
ganon Inc., Orange, New Jersey. 


Aureomycin and the Puerperium 


In THE June 10, 1950, number of the J.A.M.A., 
four Johns Hopkins doctors reported that aureo- 
mycin is an excellent drug for childbirth infec- 
tions. In some cases the temperature was normal 
within 48 hours. 
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Heart Murmurs in Children 


As M. B. Harrison pointed out in California 
Medicine for November, 1949, the pendulum 
has now swung from a tendency to view every 
heart murmur in childhood as serious to looking 
on very few as serious. 

Harrison says that 5 characteristics of a systolic 
murmur should be noted: (a) the location of 
maximal intensity; (b) the intensity; (c) the 
character, whether it is blowing, rumbling, 
rough, or harsh; (d) the transmission, and (e) 
its duration and its time in the cardiac cycle. 
Functional systolic murmurs may be found at 
any of the valve areas and they are usually faint 
or soft or blowing or only slightly transmitted or 
not heard immediately after the first heart sound. 

Until a diagnosis of definite organic heart dis- 
ease can be made by an expert, there should be 
no great restriction of the activities of the child. 
The doctor must avoid the dangers of making a 
cardiac neurotic. Once a mother has been told 
that the child has heart disease, she may never 
be able to let up on it. 


News on Terramycin 


EXCELLENT RESULTs from the use of terramycin 
in a number of diseases such as pneumonia, en- 
docarditis, urinary infections, pyoderma, Vin- 
cent’s infection of the throat, influenza, and 
catarrhal jaundice are reported by Francis G. 
Blake (Yale J. Biol. & Med.). Some of the pa- 
tients had received other antibiotics without 
benefit. In one case a young girl was acutely ill 
with endocarditis and apparently ready to die. 
Penicillin and chloromycetin had failed to help 
her, but after 12 days of treatment with terramy- 
cin her fever was gone, and in 6 weeks she was 
well. 

The Pfizer Company studied more than 
1,000,000 moulds from 100,000 samples of soil 
before they found this new antibiotic. The drug 
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is given by mouth and it is rarely toxic. It can be 
given to children in the form of an elixir. 

In a recent news release from the New York 
Academy of Sciences, it is reported that Harry 
Most and Frederick Van Assendelft found that 
a single daily dose of terramycin administered 
over a period of 10 days cured amebic dysentery 
in 20 out of 21 patients. In the other case, the 
medicine had to be given for a somewhat longer 
time. 

According to George G. Jackson of Boston 
City Hospital, terramycin is the best antibiotic 
for use in cases of whooping cough. 

‘It is an excellent drug also in the treatment 
of many cases of pneumonia. Often the tempera- 
ture is back to normal within 48 hours. The 
terramycin is given by mouth. 

According to Dr. Yale Kneeland, Jr., in every 
case of atypical virus pneumonia in which terra- 
mycin was used it had a favorable effect. No 
dangerous side-effects were noted. According to 
Edward H. Kass, terramycin is very helpful in 
the majority of cases of influenza. Woodward 
reported that there were good results in 2 cases 


‘of meningitis of pneumococcal origin. The drug 


is helpful also in cases of Rocky Mountain 
spotted fever. It also has a high protective value 
against tularemia or rabbit fever. 

Terramycin is very helpful also in preventing 
serious illness from too much irradiation. 


Gastric Lesions After Gastroenterostomy 


H. K. Gray and K. A. Lofgren report a most 
interesting study of 825 cases in which an old 
gastroenterostomy, years later, had to be looked 
at by a surgeon (Surg., Gynec. & Obst., Sept., 
1949). 

Among 53 of the cases in which a gastroenter- 
ostomy had been made, there were 41 in which 
the diagnosis had been duodenal ulcer, and in 
11 of these a carcinoma was later found. This 
will be surprising to those physicians who have 


always assumed that carcinoma of the stomach 
rarely appears in association with duodenal ulcer. 

There were 11 persons whose gastroenteros- 
tomy had been made for relief of a gastric ulcer 
and 6 of these returned with a gastric cancer. 
One suspects that in some cases the lesion was 
cancerous at the time of the first operation. Cer- 
tainly, it is a very dangerous thing to perform a 
gastroenterostomy for a gastric “ulcer” without 
getting a biopsy, or better yet, excising the lesion. 
In the cases of older persons the chances are 


about fifty-fifty that gastric “ulcer” is malignant. 


Glaucoma and Belladonna 


In view of the fact that the usual treatment for 
glaucoma is pilocarpine, which narrows the 
pupils, it is to be expected that the giving of 
belladonna might sometimes do harm. E. V. 
Ullman and F. D. Mossman have reported 6 
cases in which patients who were being given 
belladonna for some gastrointestinal trouble, 
developed glaucoma within a few days to several 
weeks (Am. ]. Ophth., May, 1950). The authors 
went on to cite figures which suggested that in 
perhaps one-fourth of their cases of primary 
glaucoma the giving of belladonna had done 
some harm. 

Ordinarily, when a physician prescribes bella- 
donna, he does not think of the possibility that 
the patient might have a tendency to glaucoma. 
He should more often think of it, and then he 
should check the ocular tension with his fingers. 


Convulsions with Fever 
Ir was recently been observed that the child 


who tends to get convulsions when he has some 
fever may in later life be epileptic or may have 
peculiar equivalents of epilepsy. He may be 
found also to have an epileptic ancestry, and 
he may have dysrhythmia in his electroenceph- 
alogram. 

M. Nieyroud reported a study of fever con- 
vulsions in 70 children between the ages of 2 
months and 6% years (Praxis, Bern, Switzerland, 
Nov. 6, 1947). The highest incidence of these 
convulsions was observed around the age of 18 
months. Careful history-taking revealed the oc- 
currence of questionable convulsions in grand- 
parents, parents, or siblings of 67 of the patients 
and the occurrence of definite epileptic seizures 


in grandparents or parents of 5. There was an 
unusually high incidence of what was thought 
to be meningitis, particularly among the siblings 
of the patients. Eighteen of the children were 
extremely nervous, 14 presented behavior dis- 
orders, and 6 had disturbances of speech. Four 
children were wetting the bed. 

It seems probable that these peculiarities in 
the children were their share of an epileptic 
inheritance. One out of 25 persons with a dys- 
rhythmic electroencephalogram and an inheri- 
tance from epileptic ancestors, either never has 
a fit or has only two or three in his lifetime. 
That he has a poor inheritance is often shown 
by the nervous defects that appear in him and 
in his children and grandchildren. 

With all this, Doctor Nieyroud takes the 
highly optimistic view that in a majority of the 
patients the fever convulsions had nothing to 
do with epilepsy, and the prognosis was favor- 
able. It is true that probably most of these chil- 
dren would never have true epilepsy, but some 
of them would have a vile temper or they would 
have unusual neuroses or minor psychoses, stam- 
mering, or other signs of a poor nervous inheri- 
tance. 

Later in his article, Doctor Nieyroud admitted 
that the high incidence of hereditary and con- 
stitutional stigmas among the 70 patients should 
make one reluctant to give a good prognosis. In 
two cases, the fever convulsions were the first 
manifestation of a definite epilepsy. All such 
children should have, if possible, an electroen- 
cephalogram made, because this, if positive, will 
tell much about the individual and his disease. 
In 51 of the 70 patients, the electroencephalo- 
gram was normal which would be much against 
the idea that children’s convulsions are epileptic 
in nature. Evidently more work is needed on a 
larger series of cases. In 9 cases, the electroen- 
cephalogram was doubtful and in 4 it was defi- 
nitely abnormal. 


Too Much Orange Juice 


Accorpinc to Dr. Henry Hicks (J. Am. Dent. 
A., July, 1950) a person can take too much 
orange juice. Hicks thinks this can make teeth 
hypersensitive and cause the gums to bleed. The 
teeth may loosen. Possibly this occurs when 
there is some allergic reaction of the patient to 
the orange juice. 
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Infections by Syringes 


For YEARS Now it has been known that epidem- 
ics of hepatitis have been produced by the in- 
sufficient sterilization of hypodermic syringes, 
especially at times like those when in Army 
camps many men are receiving inoculations, one 
right after the other. As soon as this danger was 
realized, efforts were made to avoid it, still, there 
are reports of accidents. 

Recently, there was an interesting discussion 
of the subject (Brit. M. J., Aug. 5, 1950). The 
discussion started off with a number of letters 
provoked by a paper by Drs. R. J. Evans and 
E. T. C. Spooner in the July 22, 1950, issue of 
the journal. 

The authors made two suggestions which 
Alexander Fleming did not regard with enthusi- 
asm. Fleming suggested that the same syringe 
and needle can be used for a series of inocula- 
tions if each time the syringe is sterilized by 
four or five successive fillings and emptyings 
with liquid paraffin at a temperature of 130°C. 
If the needle is so fine that the oil cannot pass 
rapidly through it, Fleming feels that it is better 
to remove the needle and then sterilize the barrel 
of the syringe with the hot oil. The needle can 
then be replaced and held in the hot oil for 
from 15 to 30 seconds. 

If there is need for greater speed in making 
the inoculations, two syringes should be used, 
and an assistant can keep sterilizing one while 
the other is being used. This method was de- 
vised by Sir Almroth Wright fifty years or so 
ago. It was the standard method employed in 
the Inoculation Department of St. Mary’s Hos- 
pital where a million inoculations have been 
given without known infection of anyone. 

If it is desired to use a syringe containing 
many doses of a vaccine or a toxoid, each time 
all one need to do is to dip the needle into hot 
oil for about 10 seconds. In such cases the oil 
can be kept at a temperature of 150° to 160°C. 
Any fluid left in the needle would then boil out 
and any infectious organism would be destroyed. 
One advantage is that the needle is always oily 
and therefore goes into the skin easily. 

Dr. Robert Hughes remarked that the great 
difficulty in using a syringe which is not steri- 
lized each time is that on removing the needle 
from it, a contaminated drop of fluid may get up 
into it. To avoid this, Doctor Bousfield suggested 
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that always on injecting, let us say vaccine, a 
little be left so that this could be squirted out 
through the needle after it is withdrawn from 
the patient's flesh. Doctor Hughes said that 
actual experiments showed that, if one examines 
a syringe after making an injection, in from 14 
to 17 per cent of instances one can find a few 
of the patient's red blood cells in it. Evans and 
Spooner, using a very sensitive bacterial method, 
found contamination of syringes after 81 per 
cent of injections! Hughes put in what he called 
a removable tap between the needle and the 
syringe. When the injection is given, the tap 
is turned, the needle is withdrawn from the 
tissues, and the tap and the needle are removed 
for sterilizing. With this technique he no 
longer found traces of blood in the syringe after 
injections. 

With the danger of contaminating the con- 
tents of the syringe so great, it would seem best 
always to give one dose and then to sterilize 
both needle and syringe. 

In the October 22, 1949, number of the 
].A.M.A., there is a brief discussion of this prob- 
lem of needles and syringes. There it was stated 
that the viruses responsible for hepatitis are 
among the most resistant known. They will sur- 
vive repeated freezing and thawing, and they 
will withstand a temperature of 56°C. for from 
30 to 60 minutes. They are not affected by 
desiccation. They are not killed by ordinary 
chlorination, or by 1:2000 solutions of Merthio- 
late or a 0.5 per cent solution of phenol in ether, 
or a 0.2 per cent solution of tricresol. 

Bradley has said that when hepatitis occurs 
from 40 to 120 days after the giving of some 
human blood product or other injected drug, 
it is almost certainly due to carelessness with the 
syringe. 

It is recommended that needles and syringes 
be autoclaved or boiled from 3 to 5 minutes. 
The commonly employed chemical methods of 
sterilization are probably not adequate. Separate 
syringes and needles should be used for each 
patient. 

Recent reports in the J.A.M.A. are very dis- 
appointing in that they show that ultraviolet ir- 
radiation will not inactivate certain strains of the 
virus of hepatitis, and hence the irradiated 
plasma now being used is not safe. Neither im- 
mune globulin nor human serum albumin has 
been shown to transmit hepatitis. 


Bronchiectasis 


THERE ARE innumerable persons going around 
with a chronic cough with a good deal of spu- 
tum, often greenish in tint, and sometimes foul 
smelling, who suffer from a bronchiectasis which 
has not yet been recognized. Often the stereo- 
scopic roentgenograms of the chest will show 
suspicious shadows at the bases of one or both 
lungs. Perhaps the trouble started when the 
patient had a pneumonia or (in childhood) had 
a severe attack of whooping cough. Often the 
patient gives the story of having a bad time with 
colds. Each time he gets one he may have to go 
into the hospital with what looks like a patch 
of bronchopneumonia. If the doctor asks to see 
the man’s handkerchief, the patient may pull 
out three or four of them from several pockets, 
all of them filthy with large amounts of sputum. 

For the diagnosis, a good trick is to get the 
man to kneel on a couch and then reach over 
down to the floor holding himself by his hands. 
In this position the sputum will run out of his 
lungs with a good deal of ease, and it can then 
be collected in a basin. 

C. R. Souders wrote an article on the manage- 
ment of bronchiectasis and a report of 277 cases 
(Dis. of Chest, Oct., 1949). Many of the pa- 
tients were between 50 and 60 years of age. 
The 5 major symptoms were cough, large 
amounts of sputum, occasional blood in the spu- 
tum, shortness of breath, and pain in the chest. 
Cough was the most frequent complaint. Thirty- 
three out of the 277 occasionally had some blood 
in the sputum. In the old days, the diagnosis 
often was an erroneous one of tuberculosis. 

In 159 cases, the patient had had one or 
more bouts of pneumonia. There were 26 pa- 
tients whose roentgenograms showed no sign of 
the disease. In the cases of the others, the films 
were typical enough. Some 93 per cent of the 
patients had a bad sinusitis. Often this seemed 
to be a source of repeated infection, and some- 
times the patient was better for cleaning up of 
the situation in the nose. 

In these cases, penicillin or streptomycin often 
had a pronounced effect in altering the amount 
of sputum and its character. In bad cases the 
diseased lobe of the lung had to be removed. 
Seventy-eight of the patients had to have 95 
operations with the removal of 126 lobes or 
segments of a lobe. Even 25 of the 121 patients 


who had disease in two lobes had to submit to 
operation. 

It was sometimes shown to help greatly if the 
patient moved from one of the northern states 
where winters are rough to one of the southern 
states where there is less exposure to violent 
cold. It helps the patient to keep up his physical 
condition with rest and good hygiene. Many 
persons could help themselves tremendously by 
stopping smoking and drinking. Some of the 
persons take their penicillin as an aerosol. The 
streptomycin is best given by intramuscular in- 
jection. The most striking therapeutic results 
were seen in the cases in which the patient was 
treated surgically. 


Carcinoma of the Penis 


As Aran R. pointed out (J.A.M.A., 
July 22, 1950), carcinoma of the penis occurs 
practically always in persons with a phimosis 
which keeps up a constant irritation. There is 
only one case reported of carcinoma of the penis 
in a Jew, and the disease is rare among circum- 
cised Moslems. Certainly when a physician sees 
a middle-aged man with a bad phimosis, he is 
justified in recommending circumcision. 


Pancreatic Pain 
B. S. Ray and A. D. Console have remarked 


that in some cases of pancreatitis even unilateral 
splanchnicotomy or sympathectomy will stop the 
pain (Surg., Gynec. & Obst., July, 1949). In 
cases of carcinoma of the pancreas, such opera- 
tions are not so likely to stop the pain because 
the disease has already spread out through the 
nerves and away from the organ. 

It is probably only in a rare case that a patient 
would want to be operated on. A man’s survival 
period after the pain starts is usually only a few 
months. 


Perazil in Allergy 
ExperIMENTS by New Orleans physicians indi- 


cate that a new antihistaminic called Perazil or 
chlorcyclizine is decidedly helpful in the cases 
of allergic disease (Science News Letter, Nov., 
26, 1949). As to its side-reactions, in the 30 pa- 
tients only 4 reported some drowsiness, and one 
reported headache. 
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Information Please" 


Spasmodic Torticollis 


Q@. What can be done for a man with a true spas- 
modic torticollis? 


A. Tracy J. Putnam of Beverly Hills, writing 
in the Annals of Western Medicine and Surgery 
for December, 1949, says that one must first rule 
out hysteria and this can be done partly by psy- 
chiatric study and partly by the electromyogram. 
This is an electrical record of the muscular con- 
tractions which will show over-activity in cases 
of true spasm. Unfortunately at times when the 
psychiatrist is satisfied that the contraction is 
hysterical in nature, the patient won’t or can’t 
let his muscles relax. 

In some cases a series of operations can be per- 
formed. The first of these should be a bilateral 
Foerster operation, which consists of section of 
the first three anterior roots and the spinal ac- 
cessory within the foramen magnum. If, as often 
happens, this does not relieve the condition en- 
tirely, one must next cut the spinal accessory 
nerve in the neck where it crosses the sterno- 
mastoid muscle. Later it may be necessary to cut 
the posterior divisions of the mixed roots of the 
fourth, fifth, sixth, and seventh nerves as they 
emerge from the spinal foramina. 

Putnam states that such operations will relieve 
most patients with spasmodic torticollis. 


Undescended Testicles 


Q. What can one do for undescended testicles in a 
boy of 12? 


A. Usually the lad must be operated on. If the 
boy is lucky, the surgeon, by loosening up the 
spermatic cord can pull the testicle down sufh- 
ciently so that it can be anchored to the fascia of 
the thigh. Later, after the cord has stretched, the 
testicle is cut loose from the fascia and inserted 
in the scrotum. 

It is highly important that this operation be 
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performed while the boy is young and before his 
character becomes warped by the teasing of his 
playmates. With such teasing a boy is likely to 
become reticent, solitary, and unsocial. If asked 
by a physician whether he wants the operation 
done, he will say that it doesn’t make any differ- 
ence to him, but after the operation his whole 
mentality will be changed for the better, and he 
will begin to go out again with his schoolmates. 

A rather curious note on the subject of un- 
descended testicles appeared in Science for July 
21, 1950. We physicians have always thought 
that undescended testicles, if due to any chem- 
ical influence, would be due to lack of male 
hormone. Now William K. Manning comments 
first on the well-known fact that egg white in 
the diet can be toxic. It has been found that 
when rats are given a diet in which much spray- 
dried egg white is the sole source of protein, 
their testicles fail to descend. A further study is 
to be made of this. 


Canker Sores 


Q. | have a migrainous woman of 44 who suffers a 
great deal from canker sores. They come in crops 
and last five days. They are very painful and they 
do not respond to any local treatment. They come 
and they start as a little blister, the top of which 
soon becomes necrosed and white. The woman has 
noted that these sometimes follow the eating of 
chocolate. Her two worst attacks followed the re- 
ception of a letter saying that her much feared 
mother-in-law was going to come and stay with her. 
Is there any known treatment for these canker sores? 


A. Many physicians call these little sores 
aphthous, but they almost- certainly are not 
aphthous in origin. They are not due to infec- 
tion with a mould. In most cases, the keeping of 
a diary will show that they are due to the eat- 
ing of some food, commonly chocolate but 
sometimes tomatoes, onions, nuts, peanuts, pine- 
apple, or something else to which the person is 


allergic. Sometimes after eating the food, the 
person will also suffer from salivation. In rare 
cases, a woman will have the canker sores in the 
vagina, on the vulva, and apparently in the anal 
canal. 

Many of these persons cure themselves entirely 
or almost entirely by keeping a record of foods 
eaten shortly before the sores come. When they 
know what the offending food is, they leave it 
out of their diet. Then the person may find that 
a milder type of canker sore, which lasts for 
only two or three days, will come at the begin- 
ning of a cold, or a crop of them will come be- 
cause of some strong emotion. It is possible that 
occasionally they are due to the use of some spe- 
cial toothpaste or mouth wash. Sometimes they 
are due to the eating of candy, not necessarily 
chocolate-containing. It would seem as though 
most of them are allergic in origin. 

Of late, some men have been advising the in- 
tradermal injection of a little smallpox vaccine. 
This inoculation may be repeated several times. 
This treatment is based on the assumption that 
at times the canker sores are a variant of herpes 
simplex. 

There doesn’t seem to be any use in attempt- 
ing to treat the little sores after they come. No 
matter what is done they usually last for five 
days and then stop hurting. 


Chorea 
Q. What is the present-day treatment for chorea? 


A. Today most doctors put the child to bed 
and give salicylates and enough phenobarbital 
to quiet the nervous system. The fever treatment 
which was used for awhile has now been given 
up since it does not appear to shorten the period 
in which the child must be kept in bed. 


Sulfonamides and Hematuria 


Q. Which one of the sulfonamides is most likely 
to produce hematuria and crystalluria? 


A. In a recent paper by N. I. Nissen and his 
colleagues published in Ugeskrift for laeger, 
March 2, 1950, a report is made of 6,084 treat- 
ments given to 4,751 patients. The first morning 
after treatment the urine was studied chemically. 
It was found that the sulfonamide compounds 
which are most quickly excreted, for example, 


sulfamethylthiazole, have considerably less tend- 


ency to cause lesions of the urinary tract than 
do substances which are excreted slowly, as are 
the sulfapyrimidines, sulfadiazine, and sulfa- 
merazine. 

The bleeding is more likely to occur in the 
older than in the younger patients. 


Boeck’s Sarcoid 


Q@. | have a patient who is said to have Boeck’s 
sarcoid. What is the present treatment? 


A. Since the cause of the disease is not known, 
there is no logical treatment. Some physicians 
have given arsenic, bismuth, tuberculin, or some 
salt of gold; others have used roentgen rays and 
radium, and others have given calcium. In the 
Finsen Institute, they are now advocating ir- 
radiated ergosterol. 

Fortunately, in quite a few cases the patients 
recover by themselves. Perhaps in a third of the 
cases the symptoms clear up and the disease 
may remain more or less stationary. In about a 


third of the cases the patients die. 


Edema of the Ankles 


Q@. | have a number of women of middle age who 
especially in summer and especially before they 
menstruate, complain of edema of the ankles. The 
urine is perfectly normal, the kidneys are all right; 
the heart is working well, and no disease can be 
found in it. The blood is in good condition and the 
level of blood urea is normal. The basal metabolic 
rate is normal. The giving of thyroid substance does 
not help. | have tried all sorts of estrogens and 
glandular extracts but none of them helped. The 
best thing | have found is the cutting down on the 
amount of salt taken, and the amount of water 
drunk. Is there anything else I can do, and what is 
the cause of the disease in these women? 


A. The condition described so well is a com- 
mon one. As you say, it doesn’t seem to be due 
to any disease of either the heart or the kidneys. 
Sometimes experts speak of it as a lymphedema 
because it seems to be the lymph which does 
not return well into the vessels. We presume 
that in your cases there are no bad varicose veins 
with bad back pressure into them. 

As you say, this type of swelling is generally 
worse in the summer, probably because then the 
woman drinks more water than she can easily 
pump around. Just why it comes before men- 
struation is not clear, although there are a num- 
ber of theories about it. Before menstruation a 
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woman often retains sodium chloride and water 
so that she gains 4 or 5 pounds in weight. The 
best treatment is often restriction of salt and 
water. 

It is not wise to attempt a rigorous salt-free 
diet. The woman should take only as much 
water as she desires to relieve her thirst. Some 
women have to have two sets of shoes, one for 
their normal days and one for their edematous 
days. 

Is Diabetes Hereditary? 
Q@. A young Jewish man, a patient of mine, is get- 
ting married and because there is much diabetes in 
his family and also some diabetes in the family of 
his fiancee, he is asking how likely he is to beget 
diabetic children. 

A. There can be no question that diabetes 
tends to run in families. The tendency appears 
to be especially marked in many Jewish fam- 
ilies. In the March, 1950, number of the An- 
nals of Eugenics (London), H. Harris reported 
a study of 1,241 diabetic persons. He found that 
4.34 per cent of the brothers and sisters of these 
patients were also diabetic. The sibs of patients 
in whom the disease commenced early in life are 
more likely to get the disease early in life than 
are the sibs of persons in whom the disease de- 
veloped late in life. Hence it is that approxi- 
mately 7 per cent of the sibs of persons who get 
their diabetes before the age of 30 years may be 
expected to develop the diseases by the age of 
40. If, however, a person develops his diabetes 
after the age of 30, only 1.3 per cent of his 
brothers and sisters can expect to get the same 
trouble by the time they are 40. 

Among the fathers and mothers of diabetic 
persons, 5.03 per cent had diabetes. Harris esti- 
mated that about 1.4 per cent of the children of 
a diabetic parent may be expected to develop 
the disease by the age of 40. Of course, after 
that, especially if the children become stout, 
they are likely to develop diabetes. 


lleostomy 


Q. I have a young woman of 28 years who has had 


a serious form of chronic ulcerative colitis for the 
last 4 years. It does not seem possible now to keep 
her in good health with medical treatment. What 
chance has she of being cured by an ileostomy? 


A. Some gastroenterologists and surgeons are 
in favor of performing ileostomy fairly early while 
others are much against the use of the operation. 
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Many persons are utterly miserable with an 
ileostomy. Fortunately now with the so-called 


. Spigot type of ileostomy, conditions are not any- 


where near as bad as they used to be. The spigot 
can be directed into a rubber bag and this keeps 
feces from running over the abdominal wall. A 
short segment of ileum projects beyond the ab- 
dominal wall and is covered by skin grafts. The 
operation was devised a few years ago by Lester 
Dragstedt and is often used by Marden Black of 
the Mayo Clinic. 

Unfortunately, even those persons who are able 
to put up fairly well with an ileostomy are not 
always cured. In Gastroenterology for April, 
1950, C. H. Brown and colleagues reported the 
results of the operation on 61 women and 45 
men. Sixty-nine of these 106 were less than 30 
years of age. Ileostomy was performed in 90 
cases. Only 17 of these patients obtained results 
so satisfactory that they did not require further 
operation. Twenty-nine had poor results from 
the ileostomy, and more operations had to be 
performed. Hence, only 30 per cent of the pa- 
tients were benefited by ileostomy alone. The 
operation did not put the colon entirely at rest. 
Later many of the patients had to have much or 
all of the colon removed, and this is always a 
dangerous operation. Today with the help of 
antibiotics it is not so dangerous as it used to be. 

In this series of 106 patients, 17 died within 
two months after the operation. They had 250 
operations in all, with a mortality rate per op- 
eration of 7 per cent. 

It takes a great deal of clinical wisdom to 
know when to give up medical treatment and to 
try the surgical. 


Gallstones in Women 


Q. Is there any reason known for the fact that more 
women than men suffer from gallstones? Is it true 
that pregnancy is a factor in producing the disease? 

A. Pregnancy often either causes gallstones 
to appear or it brings the gallstones to the at- 
tention of the woman by causing her to have a 
colic, but certainly the factor of pregnancy is 
not the important one in making women three 
or four times more susceptible to cholecystitis 
than are men. 

In Human Biology for February, 1930, Kiyoshi 
Hosoi and Walter C. Alvarez reviewed hundreds 
of articles and found*that marriage and child- 


bearing have no demonstrable influence on the 
development of cholelithiasis. As Desirée Gross 
showed in 1929, the tendency to the formation 
of gallstones increases progressively with age, 
but it increases more rapidly in men than in 
women. As a result of this, after the age of 65, 
the ratio of women to men drops to only two to 
one. 

Hosoi and Alvarez collected 82 cases of chil- 
dren with gallstones which showed that in in- 
fancy the disease is three times as common in 
boys as in girls. However, in early childhood 
before the age of 10, there were twice as many 
girls as boys, and between the ages of 11 and 15 
inclusive there were six times as many girls as 
boys. In middle adult life, the proportion drops 
to three to one. 

Recently J. Wellauer, in Helvetica paediatrica 
acta (Basel), reported having collected the rec- 
ords of 245 cases of gallstones in children. Nine- 
teen of them were newborn infants, and 24 
were less than one year old. Among this group 
there were 147 girls and 88 boys. In most cases 
the gallstones were found at operation. 

It is a peculiar fact, noted by Hosoi and Al- 
varez, that most of the diseases of the abdomen 
are more likely to affect males than females. 
The exact chemical process by which gallstones 
are produced is not yet agreed upon by everyone. 
One interesting fact is that commonly the stones 
in a gallbladder appear to be of the same type, 
and hence one suspects that all were formed at 
the same time. 


Duodenal Diverticula 


Q. A patient of mine, a man of 42, has been hav- 
ing some indigestion, a little gas, occasional nausea, 
eccasional distress in the lower abdomen, some con- 
stipation, and an occasional mucous colic. On x-ray 
study we found two diverticula of the duodenum, 
and | am wondering if removing them will cure the 
man’s trouble. What is the present point of view 
in regard to diverticula of the duodenum? 


A. One can find plenty of articles in the liter- 
ature in which the author advises the removal of 
such diverticula even when the symptoms are 
not such as might reasonably be expected to be 
arising in the duodenum, but against such ad- 
vice one must put the experience of men in the 
clinics and institutions where hundreds of duo- 
denal diverticula are seen each year and prac- 


tically no one is ever operated on for the ana- 
tomic peculiarity. Alvarez has stated that in 25 
years at the Mayo Clinic he had only one duo- 
denal diverticulum removed, and this because it 
emptied poorly and it seemed conceivable that 
the woman’s diarrhea might be associated with 
some irritation of the duodenum. Actually she 
was no better for the operation. 

Boulvin, reporting recently before the Belgian 
Society of Gastroenterology, stated that the sur- 
gical removal of duodenal diverticula is a dan- 
gerous procedure, with a high mortality rate, and 
usually poor results. As one would expect, the 
operation is often a difficult one. 

It is especially important not to operate for 
duodenal diverticula when, as in the case above 
described, none of the symptoms appear to be 
produced in the neighborhood of the duodenum. 
It should be remembered that diverticula are of 
congenital origin; the patient has had them all 


his life and hence should perhaps have had 


‘symptoms all his life. These sacs are lined by 


normal duodenal mucosa, and it is hard to see 
why they should do any harm. They are prob- 
ably relics of the condition found in some fishes 
where the duodenum is surrounded by a mass of 
diverticula. 


Testosterone in Hypogenitalism 


Q. | have been consulted by the parents of a boy 
of 14 whose external genitalia are too small. Al- 
ready he is sensitive about the subject, and his par- 
ents are duly concerned. Will testosterone do any 
good? 


A. Probably yes. According to F. E. Harding, 
writing in the Journal of Pediatrics for April, 
1948, methyltestosterone taken under the tongue 
or between the teeth and the cheek can serve to 
enlarge the male genitalia before or during pu- 
berty. Harding gave the drug to a group of 58 
boys between the ages of 7 and 15 years. Each 
tablet contains 5.0 mg. of the material. The daily 
dose varied from 0.6 to 10.0 mg. Treatment was 
kept up for from 2 to 20 months. In all of the 
patients the genitalia developed satisfactorily. 
Some of the patients showed also an increase in 
weight and muscular development. The boys 
grew about 3.2 inches a year. The neurosis due 
to the sensitiveness and shame was usually 
cleared up. 
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Business and bchnome 


HOW TO BUILD A REFERENCE FILE 


BY LYON STEINE, M.D. 


Wuart is the dosage of intravenous procaine for 
arthritis and what is the technique of administra- 
tion? What special care should be given the 
newborn infant of a diabetic mother? What is 
the Pitressin test for epilepsy and how is it per- 
formed? What is the procedure in the one-visit 
abortive treatment with penicillin and arsenic 
following recent exposure to syphilis? What is 
the technique in the nonoperative management 
of remaining common duct stones after cholecys- 
tectomy? What is the differential diagnosis of 
encephalitis? What are the details of the treat- 
ment of mental retardation with glutamic acid? 

These questions and dozens of similar ones 
arise every day in the course of general practice. 
The answers to all of them have appeared in the 
medical literature in recent years. But no one 
without a phenomenal memory can recall a frac- 
tion of the material he read two years ago—or 
even two weeks ago. 

A satisfactory solution to this problem lies in 
the system I am about to describe, a system 
which makes it possible for every doctor to have 
the answers to all of these questions and to in- 
numerable others immediately available in his 
office, right at his elbow, through the creation of 
a permanent file of medical literature; in effect, 
a perpetual, cumulative up-to-date index of diag- 
nosis and treatment. 

To establish and maintain such an index re- 
quires a quantity of 4x6 filing cards, a cabinet to 
hold the cards, and a small amount of time each 
week. I have kept such a file for 20 years and 
find it of such value that I would have been 
seriously handicapped had I tried to practice 
without it. 


Material for this file is obtained from many 
and varied sources: the A.M.A. Journal; GP; the 
state journals; any specialty journals which you 
might read; postgraduate lectures; medical con- 
ventions; hospital meetings; the house organs of 
the pharmaceutical houses; the small journals 
such as Modern Medicine and Current Medical 
Digest; and even some of the direct mail adver- 
tising of the drug manufacturers. 

The material for the file is gathered as follows 
—while reading a medical journal: I mark ma- 
terial of interest by drawing a line alongside of 
it on the margin of the page. At the same time I 
note on the front cover of the magazine the 
number of the page containing the material | 
have just marked. In the average medical article 
the essential information is usually contained in 


. the summary at the end and in one or two para- 


graphs in the body of the article which give the 
details of dosage, contraindications, etc. Such 
paragraphs are marked as the article is being 
read. When the journal has been gone through 
completely, the marked material is clipped out 
and pasted in proper sequence on’one or more 
4x6 cards which have been marked with the 
appropriate heading. After the material has been 
cut out, the journal can be discarded. On the 
card is written also the title of the article, the 
name of the author, the title of the journal in 
which it was published, and the volume, page, 
and date of issue. The card is then filed away 
for future reference in the filing cabinet under 
an alphabetical filing system which begins with 
ABORTION, Treatment of, and ends with X- 
RAY, Treatment by. 

My patients’ records are kept also on 4x6 
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cards which are filed in the same stack of filing 
cabinets as are the medical abstracts, though in 
a different section. 

When confronted by a patient who presents a 
problem in diagnosis or treatment, I can refer to 
my file of abstracts without making a bad im- 
pression on the patient. He had already seen me 
look through the file to find his record card and 
therefore feels no suspicion, misgivings, or mis- 
trust when he sees me look through the same 
cabinet again. It does not create the doubts in 
his mind that might be raised if he saw me look- 
ing through one or more textbooks in search of 
information or flipping the back pages of a med- 
ical journal for an article after looking it up in 
the index number. 

A few examples will show how nicely the sys- 
tem works. A woman brings in her eleven-month- 
old daughter whom I have never seen before, 
with the story that the infant is slow in develop- 
ing. I see a fat child, the skin is dry, the face is 
dull, the mouth is open, the tongue protrudes. I 
think of cretinism but how can I prove it? I look 
up my file under “GROWTH” and find on one 
card a diagram of the ossification index of the 
hand and wrist and also, on the back, a chart 
showing the normal rate of development. (See 
accompanying illustrations.) I believe the ossifi- 
cation index came from an issue of Parke, Davis 
and Company's Therapeutic Notes of some years 
ago and the growth schedule from Modern Med- 
icine. Anyway, | fluoroscope the infant's wrist. 
At 11 months there should be two ossification 
centers present. 1 see none. An x-ray confirms 
the absence of ossification centers and compari- 
son of the level of the child’s development with 
the chart shows it to be equivalent to that of a 
5-month-old infant. Diagnosis, cretinism. 

Again, a woman phones me one Saturday eve- 
ning, says her daughter's gum has been bleeding 
continuously since a dental extraction performed 
that morning. Her dentist has le‘t town for the 
weekend and what should she do? I don’t have 
any oxidized cellulose on hand so I look up the 
file under “HEMORRHAGE.” On one card I 
find a report abstracted from an article in Dental 
Survey of October, 1942. This describes a tech- 
nique of controlling bleeding from tooth sockets 
by packing with a pledget of cotton moistened 
with water and dipped into powdered potassium 
permanganate. I have some permanganate tab- 


lets which I had been using in a bladder irriga- 


tion, so I tell her to come to my office where I 
give her a few of the tablets, some cotton, and 
instructions in their use. 

A man who is subject to anginal attacks wants 
to know whether it will be safe for him to travel 
by air. I look into the file under “TRAVEL” and 
find there a summary of an article clipped from 
Modern Medicine, which had abstracted it from 
the British Medical Journal. In it I find that a 
person with angina may travel by air provided 
the maximum altitude is 5,000 feet and provided 
also that oxygen is available, but that air travel 
is inadvisable unless in a plane pressurized to 
5,000 feet. I so tell the patient and he is very 
pleased with the exactness of my answer. 

An adult male with mumps is worried about 
orchitis. I recall reading about the use of stil- 
bestrol as a prophylactic. What is the dose, how 
often is it given, what is its value? On looking 
up “MUMPS” in my file, I find a report from 
the A.M.A. Journal recommending 5 mgm. stil- 
bestrol daily and still another later report indi- 
cating that stilbestrol does not prevent the onset 
of orchitis but does minimize the severity of the 
complication. I find also an abstract from the 
A.M.A. Journal of an original article in the New 
England Journal of Medicine giving the pathol- 
ogy of mumps orchitis and the technique of the 
operation for its relief. 

There are two situations in which material 
cannot be placed on cards. First, when the 
wanted material happens to be printed on both 
sides of the paper, and secondly, when the article 
is valuable in its entirety and needs to be pre- 
served complete, an example of the latter being 
the recent articles in GP on hypertension and 
ulcerative colitis. 

When the needed material occupies both sides 
of the paper it becomes necessary to copy the 
material from one side of the paper onto the card 
either by hand or by typewriter. (See accom- 
panying illustration). It is surprising how rarely 
this complication arises. When it is necessary to 
preserve an entire article an envelope is used of 
the same size as the cards, namely 4x6. The 
article is folded to fit the envelope and the 
latter is marked with the appropriate information 
in the upper left hand corner (see illustration), 
and the envelope is filed away in the proper loca- 
tion among the cards. 

The file is kept up to date by discarding the 
old and outdated cards on any subject whenever 
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new cards are added. It is possible to keep abreast 
of the medical literature at all times by reading 
through all the cards filed under any particular 
subject whenever a new card is added. In this 
way the memory is refreshed at frequent inter- 
vals, with a minimum expenditure of time and 
effort. 

My own file goes back for 20 years but a new 
one can be started at any time. Very few of my 
cards are more than a few years old. All my 
original cards on GONORRHEA have been dis- 
carded, most of the original ones on SYPHILIS, 
all of the old ones on PNEUMONIA, etc. It is 
surprising how quickly a file will grow when 
once started and how valuable it soon becomes 
in everyday practice. 

The file has other uses in addition to its pri- 


marily scientific one. For example, the family 
doctor is frequently asked about the problem of 
alcoholism in some member of a family. My file 
has a card with information about ALCOHOL- 
ICS ANONYMOUS including the address and 
telephone number of the local chapter. There is 
also in the file a card with a list of books for sex 
education of children and young people, to be 
recommended to parents who approach me with 
that problem; a card listing the necessary immu- 
nizations for a person planning a trip to Europe; 
a list of books for the instruction of the newly- 
discovered diabetic; etc., etc. 

The field of usefulness of a file of this charac- 
ter is almost unlimited, the cost in money is 
negligible, and the small cost in time is repaid 
many thousandfold. 


“It’s the only way | can spend Christmas Eve 
with my wife and family—take ‘em with me!” 


GP @ Volume Il, Number 6 


al" 


THE 


IDEAL CONSULTANT 


BY ABRAHAM OWEN, M.D. 


Durinc the past few decades progress in the 
science of medicine has been tremendous. Pub- 
lication has kept abreast of discovery so that the 
very bulk of this priceless information is literally 
scaring the individual physician into the special- 
ties. This was never more evident than in the 
year following the last war when so many of us 
felt we should do four years reading in as many 
months. My own inadequacy must have been 
painfully apparent, for I was referring patients 
in droves with little more preliminary work-up 
than usually was represented on an army emer- 
gency medical tag. 

I had unwittingly embarked upon a search for 
“The Perfect Consultant.” Naturally I found 
some good ones, but few were at their best when 
awakened in the middle of the night. After hear- 
ing Philip Thorek’s masterly satire: “The Resi- 
dent,” I was tempted to try a similar treatment 
entitled, “The Consultant,” but have refrained, 
because I am honestly afraid of them. This fear 
eventually proved useful. Many of my patients 
have received a bargain in medical care through 
the use of one other group of consultants which 
I believe makes the closest approach to the ideal. 
That group is books. Sir William Osler likened 
a doctor’s need for books to a navigator’s need for 
charts. He further compared the physician who 
knew only books to the sailor who had never 
been to sea. During our undergraduate days we 
approximated Osler’s land-bound sailors. Cer- 
tainly we were surfeited with books. For those 
of us who left them, their rediscovery provides a 
delightful experience. 

The use of books versus human consultants 
has an exact analogy in the active versus passive 
immunization for diphtheria; if an immediate 
danger threatens the patient, against which your 
inherent resources are inadequate, the safeguard 
of immediate referral is mandatory. Granted time, 
the toxoid of library research is of more lasting 
benefit to all concerned. Occasionally the con- 
sultant fails to know more than we. Sometimes 
he is too busy to give our patient more than a short 
exposure to his well-polished bedside manner. 
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Patients are human, hence subject to flattery, 
especially when it is obviously honest. They will 
be pleased that you are sufficiently interested to 
“study up on their case.” This is no longer the 
day of calomel versus the “yarbs.” Readers of 
modern lay press will often tag the glib answer 
for an inaccuracy. “Face” is gained rather than 
lost by looking the subject up in the patient's 


' presence. Would that I could forget the time I 


told the President of our local League of Women 
Voters that the Papanicolau test was just one 
more quack cancer detection method. 

No one human consultant is ideal for all cases, 
nor is it possible to name an ideal single volume. 
Our practices differ, and for this reason we must 
limit our printed consultants to those of greatest 
usefulness to our needs just as we compromise 
on the contents of our medical bags. For this 
reason I shall make specific mention of only 
those books which seem of universal value. 
These, in general, are reference works, mono- 
graphs, and current journals. 

The reference work is the nearest thing to an 
ideal single consultant. Tice’s Loose Leaf Med- 
icine has served me well in this respect. Its edi- 
torial board is of the best; it is revised biannual- 
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ly, and provides two more features of worth 
to the majority of our group who have neither 
the time nor opportunity to use a university 
library: namely, the aid in preparing medical 
papers called the consultation service and the 
periodical extracts. The same is true of Brenna- 
man’s Pediatrics as well as Davis’ Gynecology 
and Obstetrics from the same publisher. Probably 
every physician needs a diagnostic guide. White 
and Geschicter’s Diagnosis in Daily Practice 
saves a lot of aimless wandering. Conn’s Current 
Therapy, published yearly, is now in its second 
year. Therapeutic gems gleaned from current 
literature and written into the margins of the 
first book have turned up in the text of the sec- 
ond, which prompts me to testify to its excel- 
lence. After all, it is therapy that patients pay 
us for. 

The Academy of General Practice is founded 
upon the basic tenet that its members continue 
their active pursuit of knowledge until the day 
of their death. We seek recognition for certain 
skills which collectively channel through every 
specialty. Every general practitioner should 
choose one or more subjects for which his tastes 
and opportunities have fitted him. He can plug 
along at this interest as a hobby until pre-emi- 
nence is attained. For this purpose the mono- 
graph is the best tool. The authors are recog- 
nized in their fields and they give their best in 
presentation of the subject. Strangely enough, 
monograph reading often turns out to be pure 
recreation, for it is easy to add the minutiae to 
a subject essentially mastered. Medical pub- 
lishers are delighted to send books on approval, 
making blind purchase unnecessary. 

No medical study is quite so satisfactory as 
the symposium. It is inconceivable that anything 
could improve upon Clinics of North America 
in presentation of symposia. Through the years 
these have been practical in context and delight- 
fully readable. 

Specialists writing for general publication tend 


to describe the rare; in their own journals there 
is more effort centered on telling how to improve 
upon the handling of the common diseases. In- 
asmuch as our own GP is the house organ for 
our specialty we should insist upon specific direc- 
tions for performance of tests and treatments. 
The very nature of our specialty is so compre- 
hensive that our journal should add a depart- 
ment which would summarize the more valu- 
able conclusions from other publications, and 
thus forearm us against questions of our patients 
who have been reading medical articles in the 
lay magazines. 

The subject of this paper would not be com- 
plete if the biographies of some of our greatest 
consultants were unmentioned. Good doctors are 
seldom bored, for their lives are compounded 
from all the ingredients of the drama. Biogra- 
phies of medical people make interesting read- 
ing. These men have suffered the same tribula- 
tions as we. Their basic philosophy provides a 
prescription which can never be outmoded. 
When such a person has the gift of writing, a 
book like A Surgeon’s World comes to us from 
the pen of a Dr. Max Thorek. When a great 
doctor-writer happens to serve an apprenticeship 
under The Beau Ideal of Consultants, medical 
literature is enriched by a Cushing’s Life of 
Osler. 

My books have never been sacrosanct. Their 
pages get themselves underlined and annotated. 
In looking over college texts I find an evident 
effort to summarize, as I tried to prepare myself, 
like Osler, “to go to sea.” Now that I have been 
to sea in fair and foul weather, and have literally 
ripped my bottom on the coral shoals of the 
China Straits, I find proper names written into 
the margins of my more recent books. These are 
names from my files, written opposite the names 
of veritable giants of the medical world. These 
are the consultants on the cases: Ideal Consult- 
ants, ever eager and ready to serve us and our 
patients. 


Cost of. Gouexnment Can Be Theducod 


AN AROUSED CITIZENRY—if it works at it—can obtain economy and efficiency in government. 
Oppressive taxes will eventually destroy the freedom of our democracy. Let’s do something 
about it! The Hoover Commission found, for example, that: 


It costs 20 per cent more to operate Postoffice department trucks than for similar private 
' operations. One reason: Average age of postoffice vehicles is fifteen years. 


GP © Volume Il, Number 6 


te 

‘ 

‘a 

94 


TRENDS AND EVENTS 


No Year-End Slump in Activity 


Attuoucu the year 1950 is almost gone, its final 
weeks may witness some decidedly significant 
developments of more than passing interest to 
American medicine. Bear in mind that— 

Congress is back in session and its members 
are sensitive to public expression on medical 
care and public health issues which was mani- 
fested in numerous elections throughout the 
land on November 7. 

Returning to Washington in mid-November, 
Senator Taft hailed election results as a popular 
mandate against socialized medicine but declined 
to predict what type of national health legisla- 
tion might be expected of Congress. 

The semi-annual meeting in Cleveland early 
this month of the American Medical Association 
House of Delegates is certain to be productive 
of policy enunciation not only of immediate con- 
sequence but also reflective of the profession’s 
position on prospective legislation to be consid- 
ered by a new Congress in 1951 and 1952. 

Actual operation of the so-called “doctor-draft 
law” is due to be initiated in December, climax- 
ing weeks of preliminary planning. 

Influenced in large measure by action taken 
in Cleveland by the A.M.A. House of Delegates, 
the health resources advisory committee of Na- 
tional Security Resources Board will begin tak- 
ing steps toward reappraisal of the Federal gov- 
ernment’s medical activities as a whole, in rela- 
tion to the civil picture. 

Still another anticipated development in De- 
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cember is the inaugural meeting of the National 
Science Foundation, one of whose statutory ob- 
jectives is the stimulation of medical research. 
Of its 24 newly-appointed members, the follow- 
ing are identified with the medical sciences: Dr. 
Robert F. Loeb, Columbia University; Dr. O. 
W. Hyman, University of Tennessee; Dr. James 
A. Reyniers, Notre Dame University; Dr. Gerti 
Theresa Cori, Washington University Medical 
School, and Dr. Sophie D. Aberle, University 
of New Mexico. 

It is apparent from the above that momentous 
decisions will be made in Washington before 
the year's end. And it is equally evident that 
there will be no diminution of activity in the 
health field when 1951 arrives, as attested by the 
prominent role which this issue played in the 
recent elections and its intrinsic values in mili- 
tary and civi! defense planning. 


Oregon Case May Get Supreme Court Test 


At this writing, it seems probable that the De- 
partment of Justice will decide to appeal to the 
Supreme Court from a decision by the Federal 
District Court in Portland, Oregon, which cleared 
ten state medical groups and eight individual 
physician-defendants of charges of monopolistic 
practices. Should the Supreme Court consent to 


Chamber of House of Representatives in Washington with members 


of both houses of Congress assembled to hear Presidential address. 
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hear the appeal, its ultimate decision will be 
awaited with keen interest, since the same high 
tribunal heard a similar case in 1941. At that 
time, principal defendants included American 
Medical Association, medical societies of the Dis- 
trict of Columbia and Harris County (Texas), 
and nearly a score of individual physicians. 

Differences between the Oregon defendants 
and government lawyers are sharply defined 
in the formers’ “findings of fact” and Justice De- 
partment’s written objections to those findings 
which were submitted to Judge Claude McCol- 
loch in Portland prior to his handing down a 
formal judgment in favor of the doctors. The 
arguments, on both sides, are of paramount im- 
portance to every physician and surgeon in the 
United States, bearing as intimately as they do 
on basic questions of professional organization, 
relationships with hospitals and hospital asso- 
ciations, administration of prepayment plans, 
and medical public relations. 

- Directly involved in this case, eventual out- 
come of which will decide whether comparable 
antitrust actions are to be initiated by the gov- 
ernment against other state and local medical 
societies, are the following: 

Oregon State Medical Society; Oregon Physi- 
cians’ Service; Clackamas, Clatsop, Columbia, 
Douglas, Jackson, Lane, Marion, Polk, and 
Multnomah county medical societies; the fol- 
lowing individual practitioners: Drs. W. W. 
Baum, Salem; John Besson, Portland; J. P. 
Brennan, Pendleton; John H. Fitzgibbon, Port- 
land; Charles E. Hunt, Eugene; Gordon B. 
Letch, Portland; K. M. Martzloff, Portland, and 
E. H. McLean, Oregon City. 

In their “findings of fact” document, counsel 
for the above state there has been no conspiracy, 
agreement, combination, or concert of action to 
monopolize or try to monopolize prepaid medi- 
cal care in Oregon or between Oregon and other 
states. The government rebuttal charges that the 
opposite is true. 

The defendants conceded that some of their 


number advised doctors not to co-operate with 
certain practices of commercial prepaid medical 
care organizations. They maintained, however, 
that such action was not monopolistic but, rather, 
“was for the purpose of maintaining the stand- 
ards of medical practice among the members of 
medical societies.” The rebuttal document claims 
that these measures constituted coercion. 

Formally denied by the medical groups and 
the individual physicians are government 
charges that they interfered with unaffiliated 
prepaid plans seeking hospital facilities for their 
members; that they refused to give care to such 
persons; that they refused to give itemized state- 
ments to patients who were members of these 
“unapproved” groups, and that they declined to 
enter into consultation with doctors associated 
with such prepayment groups. 

On all four points, Department of Justice at- 
torneys insisted in their rebuttal statement that 
the opposite was actually the case, and added: 
“Defendants have spread false propaganda for 
the purpose of discrediting prepaid medical care 
plans not endorsed by defendants.” 


Other Washington Items 


Dr. Howard Rusk’s committee on national 
health resources will probably call in all state 
advisory committee chairmen for its early De- 
cember meeting. 

The American Dental Association, at its recent 
annual meeting, praised Dr. Richard T. Meiling, 
Department of Defense medical director, in- 
dorsed Public Health recommendation of public 
water supply fluoridation, opposed creation of a 
United Medical Administration. 

Don’t be surprised if Congress passes some 
form of medical school subsidy bill before 
Christmas—Association of American Medical 
Colleges will be pumping hard for it. 

More leaflets on “what to do” in case of A- 
bomb attack continue to come from government 
presses. 
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Hou: to Weigh a Baby 


I READ SOMEWHERE, not too long ago, that 
the height of the present young adult gen- 
eration is about 3 inches taller than that of 
their parents, and that, due to better nutri- 
tion and living conditions, we are develop- 
ing into a race of giants. This may have 
been true at the time I was born, but I’ve 
recently noted a fact which fills me with 
alarm. 

After delivering about 4,000 babies, it 
suddenly dawned on me that the birth 
weight of these newborns was quite as low 
as compared with my generation. 

To illustrate: my parents were 5’9” 
(father) and 5’7” (mother). They had 
three other children, who weighed 16.2 
Ibs., 14.9 Ibs., 14.11 Ibs. The puny mem- 
ber of the family, I weighed 12.10. The 
average weight of the babies I have deliv- 
ered is between 7 and 8 pounds. Occa- 
sionally I have delivered a slightly larger 
child of 9 or 10 lbs. Presumably, because 
of this better start, my brothers and I av- 
erage 5.11 in height. Hence, my fear that 
the newer generations will be a race of 
midgets. 

In my search for the mystic unknown, 
which I have called K9BM, I have spent 
innumerable hours in research, much of 
which was spent with the older obstetri- 
cians and GP’s. Now, at last, I have found 
the answer to the larger birth weights of 
children, and I can report to the scientific 
world that I, too, can deliver 12-Ib., 14-lb., 
and 16lb. babies without an episiotomy, 
without a tear, and to the complete satis- 
faction of all concerned, especially the 
grandparents. 

We must dispense with the old-fashioned 
notion that babies should be delivered in 
a hospital. This is a new-fangled idea and 
consequently must be avoided; besides, you 
are a physician and, as such, have no con- 
trol over the weighing-in process in a hos- 


pital. At home, you can do the weighing 
yourself. 

First of all, I carry my own scales. This 
scale is a chrome-plated version of the fish 
scales commonly used, but with a few addi- 
tional buttons and rhinestones to add glit- 
ter to the process. In reply to the question 
by nurses and parents, I nonchalantly state 
that the hospital scales have no springs in 
them and because of this the “krochain” is 
never “forstig” the way mine is. 

With this glorified fish scale, a slight 
push on the weight pointer will enable the 
baby to gain 1 to 2 pounds before it is 


_ even placed on the scale. 


Then I take a tablecloth, fold it several 


‘times and hook it onto the scale. In the 


center I place a pillow. “I just don’t like 
to put babies on a hard tablecloth.” On 
the pillow I place the baby fully dressed, 
of course; “it’s too cold to undress the in- 
fant.” Then, when all is ready, I grasp the 
tablecloth because with a firm grasp the 
child can gain any desired number of 
pounds. 

These are the trade secrets of K9BM as 
told to me by the oldtimers and which I 
freely divulge, so that mothers today may 
not be the parents of weaklings and under- 
weight infants, and that we may answer 
the prayer of the modern mother: “Dear 
Lord, make my baby fat and me skinny.” 

—Epwin Matty, M. D. 
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WHAT THIS COUNTRY NEEDS 


1S A GOOD OLD-FASHIONED Christmas 


BY WILLIAM HYATT GORDON, M.D. 


CurisTMAS TIME carries with it many meanings 
and many memories. 

Theoretically, the Christmas season is recog- 
nized and celebrated in all Christian countries 
in honor of Jesus Christ. Midwinter pagan cele- 
brations, however, antedated the Christmas era 
by many years, perhaps centuries. The pagans 
practiced the exchange of presents, used holly 
and mistletoe, the yule log, and the wassail 
bowl in their celebrations, making it, as is ours, 
a very merry and féstive occasion. 

Observance of Christmas in the southern 
United States has always been attended by good 
cheer. But in New England, where the influence 
of the Puritans held sway for many years, it was 
long observed in a constrained and, one might 
add, a sober fashion. All present-day America 
looks upon Christmas as a joyous time, as a time 
for the singing of Christmas carols, for re-estab- 
lishing family ties, and for renewing friendships 
through the exchange of greetings and presents. 
For the youngsters, Christmas means vacation 
time, Christmas trees, Santa Claus, and the re- 
ceiving of a much-wanted gift. For the mer- 
chant it is a time to get well—a time to move 
some of that left-over stock. For everyone it is 
a time to gorge on nuts, candies, and other deli- 
cacies, such intemperance being looked upon 
with favor by all save the doctor. 


Those who are no longer young may remem- | 


ber and wish for an old-fashioned Christmas, 
one such as might have happened in a small 
community in the Midwest in the days before 
World War I. 
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It is pleasant to escape from the pressure of 
everyday irritations and to reminisce about the 
happenings of our youth. This is especially true 
if our youth dates back more than three decades, 
thus allowing us time to forget things best for- 
gotten and to remember only the pleasant hap- 
penings. It also places us within the age where 
it is usual to criticize modern practices, as is 
the manner of people. 

Those fondly-remembered Christmases of long 
ago were different—perhaps not better, but cer- 
tainly different. School children became cogni- 
zant of the approach of that wonderful day 
when the teachers gave each a piece to learn 
for the Christmas tree program, an event held 
at the schoolhouse Friday afternoon before va- 
cation started. During the next several days, the 
last hour of school was devoted to practicing 
and the small schoolhouse, often a one-room af- 
fair, became for that time a place of thrill and 
delight for all save the poor harassed teacher. 


Nonetheless, she guided them through their 
mumbling, stumbling, and stuttering deliveries 
until the program emerged from total chaos into 
something a little less than . . . 

On Thursday afternoon, after the last practice, 
some of the men of the school district brought 
in an evergreen tree (usually a cedar) and put 
it up in a corner at the front of the room. The 
following morning all pupils arrived with deco- 
rations to go on it. No, there were no strings 
of bright, multicolored, electric lights. Some- 
thing much more personal entered into the 
ritual. Decorations were usually designed and 
made by the students. They ranged from long 
chains of colored paper links, put together with 
flour paste, to strings of popcorn or red berries. 
A few apples were tied on the, by now, droop- 
ing boughs, and popcorn balls in tissue paper 
were placed about here and there. Often the 
teacher would add a few artistic touches of her 
own, but generally her only contribution was a 
cardboard star covered with tinfoil and attached 
to the tiptop bough. It was always a wonderful 
tree, a beautiful tree, a tree better than any ever 
before seen at that school. 

Friday afternoon after the Christmas program 
was over, with each participant and each mother 
being sufficiently proud of the performance, 
Christmas vacation began. It dampened the 
spirits of the released student-actors none at all 


to realize that, on the morrow, wood must be 
cut and brought in, feed must be hauled, and 
perhaps other chores that had been put off un- 
til school let out for Christmas must now be 
met and grappled with. Christmas Day was not 
far off and much was to be done in the interim. 
Things like getting the old rabbit traps clean, 
baited, and set in appropriate places offered a 
possible means of raising some much-needed 
Christmas cash. (Fresh rabbits brought ten cents 
apiece at the store.) 

Then, too, the excitement of watching men 
bring in an enormous Christmas tree and put it 
in the church was worth looking forward to. 
This was the tree around which much of the 
community gathered early Christmas Eve to 
sing carols and distribute candy and oranges to 
all children, large and small. The candy given 
away was of the hard variety, the kind that 
lasted a long time and was sucked on with great 
gusto. Oranges, being a rarity, were carefully 
saved and taken home to put on the Christmas 
tree there. 

Many of the joyful remembrances of those 
Christmases of long ago can be centered about 
the Christmas tree at home. The boys of the 
family had no doubt spotted their tree weeks 
in advance and if providence were kind and 
snow were on the ground, with more falling, 
they would take their ax and their old sled 
(commonly used for hauling in wood) and 
leave immediately after dinner on the noon of 
Christmas Eve. Usually the tree was some dis- 
tance from the house but the task of cutting it, 
tying it on the sled, and hauling it over that dis- 
tance was indeed a labor of love. The large snow- 
flakes now falling in profusion blanketed the 
world and the familiar trees and bushes, and 
the little boys with their snow-covered stocking 
caps, assumed a weird appearance indeed. When 
the great, wet flakes fell in this manner, it was 
common knowledge that old Mother Goose was 
plucking her geese and throwing the feathers 
over the world. 

While the job of pulling the tree home was 
fun for the boys, the whole affair was indescrib- 
ably funny to their dog whose name might have 
been Jack. Jack had caught the spine-tingling ex- 
citement from the boys and showed his com- 
plete approval of the whole procedure by un- 
bottling his stock of antics. He would run 
circles around the sled, roll and wallow in the 
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snow, snap at the falling flakes, and look into 
the faces of his boy playmates with eyes over- 
flowing with laughter and delight. Truly it was 
for him and all of his kind, as it was for the 
boys and all their kind, a wonderful, wonderful 
time. 

The rest of the afternoon of Christmas Eve 
was spent in trimming and decorating that most 
important of all trees. A repetition of the deco- 
rations seen at the schoolhouse took place, the 
difference being that mother’s hand was now 
playing an important role in making the deco- 
rations look better. The popcorn smelled so ap- 
petizing that it was indeed hard not to pull the 
erstwhile decoration through the mouth, allow- 
ing the string to come through while the pop- 
corn didn’t. Nuts and apples were put around 
the tree, and, after a final proud look, everyone 
went out to do the chores, have supper, and get 
ready to go to the church program. When the 
grownups were out of the room, the children 
brought out gifts from their various hiding places 
and placed them beneath the tree. Nothing, of 
course, would be opened until the following 
morning. Presents from parents were brought 
out in the open only after all children were in 
bed and presumably asleep. 

On Christmas morning a fine fire was built 
and going in the heating stove long before the 
youngsters were awakened, but when the chill 
was off the room, one call brought a stampede. 
Were there stacks of presents? No. Were they 
greatly appreciated? Yes. Presents fell into two 
categories—useful ones and pleasurable ones. 
Things like shoes, mittens, underwear, and a 
new dress for the girls, corduroy pants or per- 
haps even a bright shirt for the boys were ex- 
pected. But it was the books or skates, a doll, 
or occasional sled that brought delight to the 
recipients of such lavishness. A bridle for a 
favorite horse or a saddle blanket might be just 
the answer to a cherished hope. After all pres- 
ents had been admired, chores attended to, and 
a substantial breakfast had disappeared with 
dispatch, it was time to run and tell or show the 
neighbor playmate what had been received. 
Skates were tried out, these trials frequently 
attended by resounding thuds as ice and body 
met. Sleds were put into service on Dickson’s 
or some other equally suitable hill. Little girls 
littered the house with doll clothes for the single 
doll received. Seldom did two fall to the same 
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child, because one was considered enough. The 
men slipped away to the store for a spell of 
quiet gossiping while the women finished the 
preparation of the Christmas dinner intended 
for the family which might and often did in- 
clude a flock of kinsfolk. 

The day following Christmas started off by 
dismantling and burning the Christmas tree. 
The house was cleaned thoroughly. Toys and 
Christmas gifts were removed from the living 
room and put away where they should be, in 
the matter-of-fact world. The boys and men 
returned to whatever kind of work needed doing 
or could be done. Everyone settled back, satiated 
with good food and good cheer, content with 
the world. No one had to start worrying about 
bills that couldn’t be met. Few felt they had 
been neglected or dealt with unkindly, since 
no one expected too much. Christmas was over. 

Such was the common pattern of the average 
family’s Christmas. But not the Christmas of 
Dr. Tom Smith. Doctor Tom’s Christmas Eve 
might have been celebrated by ushering another 
Midwesterner into the community, a Midwest- 
erner who was privileged to stay in bed on that 
first Christmas morning. Not so with Doctor 
Tom. He was out bright and early making his 
round as usual, since sickness recognizes no 
holiday. On such bad days, the sorrel team and 
buggy, known for miles around as Doctor Tom's 
rig, were brought back into service, since snowy 
country roads were no place for the doctor's 


new car. As the rig progressed through the 
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community, stops were frequent and heartfelt 
greetings exchanged by the doctor and his 
people, whom he had seen through many stormy 
occasions. Jars of preserves, jelly, or chowchow 
were slipped into the back of the buggy, or 
pushed under the seat beside the ham or dressed 
hen that had already been deposited there. 
These gifts were but small tokens of affection 
for their medical mentor and their friend. He 
accepted them as such. As he passed along the 
snowy road, his progress was slower than usual 
but it was, through necessity, business as always. 


Calls must be made. 


When Dr. Tom Smith of the early 1900's 


made his home visits, it was indeed an event 
to remember. He brought little of curative 
nature in his black satchel, but he brought much 
in his heart, in his eyes, and in his hand. He 
usually knew the children intimately and had 
from the moment of their first breath, since he 
had delivered most of them. Perhaps he had 
delivered their mothers and fathers. He knew 
the family background, its peculiarities and 
virtues. There was no crying or screaming on 
the part of the children when he would appear, 
since he had never stuck needles in their little 
behinds as he immunized them or gave them 
penicillin. Such things were far in the future. 
Many would die for want of such pricks, but 
on our Christmas the greeting between doctor 
and patient was cordial. He would sit by the 
bed, listen to the symptoms in a kindly, sympa- 
thetic manner, look at the victim’s tongue, feel 
the brow, listen to the chest, and then dispense 
some pills. At the same time he would give 
directions for their administration. The doctor 
might or might not say what he thought was 
wrong. It did not matter, for the entire family 
believed that if it was anything curable Doctor 
Tom would cure it. 

When the medical amenities were over, it 
was time for a brief social visit, with the doctor 
having a cup of coffee and in turn giving the 
small fry some candy that had been secreted in 
his deep pocket. He was then off to the next 
port of call. The full morning of visits covered 
most of the community and saw Doctor Tom 
back at home before noon. If he was fortunate, 
he might have time for a brief nap before his 
Christmas dinner. He could then visit with 
his own family. It was an unusual Christmas, 
however, that would allow him to remain home 


during the entire afternoon. Overeating, new 
skates, and new barlow knives were certain to 
take their toll. Naturally, when someone was 
hurt it was always Doctor Tom who was called. 
Christmas for him was rarely a day of relaxa- 
tion. The day after Christmas he was out as 
usual. 

In the light of our present Christmases, such 
a holiday season as here described would proba- 
bly seem drab to some people. But it wasn’t. 

Indeed, it appears to this observer that Christ- 
mas is becoming overcommercialized, as _ is 
Mother's Day, and other basically worthy days. 
It is irksome to have the uptown and downtown 
decked out in its Christmas finery for weeks in 
advance of December 25. To hear Christmas 
carols chimed over loud-speakers days in advance 
of Christmas Eve leaves one a bit cold to these 
beautiful songs when December 24 eventually 
comes. All of the hubbub of Christmas adver- 
tising causes the child who receives less than 
a wagonload of expensive toys feeling that a 
bit of Scrooge blood runs in the family veins. 
The idea of receiving is now paramount and 
the blessing of giving is reserved for the few. 

In many respects the Christmases of the mid- 
twentieth century might be likened to a bright- 
ly lighted electric bulb placed in a fireplace and 
covered with a pile of red crepe paper. It may 
give off the illusion of brightness, it is red and 
is in the place commonly reserved for fires, but 
it gives off no warmth. So often we do things 
without any spontaneity, simply because it ap- 
pears to be the right thing to do. Too often 
fine gifts which we cannot afford are purchased 
in order that we may save face—keep up with 
the Jones. At times one feels that this wonderful 
institution is slipping into a state of artificiality. 
Why? 

Perhaps one reason is that we now buy Christ- 
mas. Dollar diplomacy rules. The degree of 
appreciation depends more upon the cost than 
upon the gift or the sentiment behind it. Chil- 
dren are given so many items that no one or two 
are loved or cherished to any appreciable de- 
gree. A little girl could love one doll but not 
a store full of them. A pretty bridle with long 
reins might be an answer to a boy’s fervent 
prayer, but a harness shop would leave him cold. 
The same may be said of the giver. Much 
pleasure may be derived from sacrificing to give 
much-wanted gifts to a loved one. Yet we doubt 
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if many moderns would even think of sacrificing 
to the extent related by O. Henry in his “Gift 
of the Magi.” Perhaps such a degree of sacrifice 
is not indicated. Too many of us slip away 
from the office for an hour and buy the first 
things we see if they are easy to get, then try 
to make up for the lack of trouble by paying 
more for them. James Russell Lowell points out 
that it’s 

Not what we give, but what we share, 

For the gift without the giver is bare. 


During old-fashioned Christmases, people 
shared not only the trouble of cutting the trees, 
putting them up, and decorating them, but also 
the enjoyment of them. Artistically those trees 
compared unfavorably with the brightly and 
symmetrically lighted showcase type of tree now 
seen in picture windows all over town. Yet they 


appeared more wonderful to the community and 
to the family, since in each instance sacrifice 
and toil went into their being. Christmas pro- 
grams of those early days were painfully ama- 
teurish and hardly worthy of the name, but 
they appeared wonderful to the participants 
because they made them, they worked for them, 
they appreciated them. It cost them in effort : 
and toil, not in dad’s money. Dr. Tom Smith 
gave unselfishly and unstintingly of himself to 
those he loved. He was in turn loved and re- 
spected because of it. Often that was all he got 
or wanted. 

Commercially, the Christmas season is grow- 
ing—spiritually, it is shrinking. Before this trend 
goes further, we need a renaissance, a re-awaken- 
ing to the true meaning of Christmas. What this 
country needs spiritually is a good old-fashioned 
Christmas. 
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Nosby Books 


FOR CHRISTMAS GIFTS 


This C hristmas... give your friends and colleagues in Medicine a 
Mosby Book. Books have enduring value—they are appreciated all through the year as much 
as the day they are received. 


Listed below are appropriate gift selections—they are all new (published 1949 and 1950). 
Check the list and then give us the names and addresses of those you would like to remember. 
We will enclose a handsome greeting card, with your name, in an attractive holiday wrapping 


and ship direct to any place you indicate. 


UROLOGICAL SURGERY 


By AUSTIN INGRAM DODSON, M.D., F.A.C.S. SECOND 
EDITION. 856 pages, 645 illustrations. (1950) $13.50 


PRINCIPLES AND PRACTICE OF SURGERY 


By JACOB K. BERMAN, A.B., M.D., F.A.C.S. 1,342 pages, 
427 illustrations. (1950) $15.00 


BRITISH SURGICAL PRACTICE 


By SIR ERNEST ROCK CARLING, F.R.C.S., F.R.C.P., and 
J. PATERSON ROSS, M.S., F.R.C.S., in 8 volumes with index 
volume. 4,000-4,500 pages, 2,500-3,000 illustrations. (Com- 
pleted 1950) $110.00 


POST-GRADUATE OBSTETRICS AND GYNAECOLOGY 


By F. J. BROWNE, D.Sc., M.D., F.R.C.S., F.R.C.0O.G. 760 
pages, 150 illustrations. (1950) $10.00 


MANAGEMENT OF OBSTETRIC DIFFICULTIES 


By PAUL TITUS, M.D. FOURTH EDITION. 1,046 pages, 
446 illustrations. (1950) $14.00 


STUDIES ON TUMOUR FORMATION 


By G. W. NICHOLSON, deP., M.A., M.D., B.Ch. 608 
pages, 183 illustrations. (1950) $15.00 


ORAL PATHOLOGY 


By KURT H. THOMA, D.M.D., F.D.S., F.C.S. (Eng.), F.D.S., 
R.C.S., h.d. (Edin.). THIRD EDITION. 1,559 pages, 1,660 
illustrations, 78 in color. (1950) $17.50 


THE MASK OF SANITY 


By HERVEY CLECKLEY, M.D. SECOND EDITION. 576 
pages. (1950) $6.50 


CARDIOGRAPHY 


By WILLIAM EVANS, M.D., D.Sc., F.R.C.P. 140 pages, 211 
illustrations. (1950) $6.75 


EYES AND INDUSTRY 


By HEDWIG S. KUHN, M.D. SECOND EDITION. 378 
pages, 15] illustrations, 3 in color. (1950) $8.50 


PHYSIOLOGY OF THE EYE 


By FRANCIS HEED ADLER, M.A., M.D., F.A.C.S. 709 pages, 
319 illustrations, 2 in color. (1950) $12.00 


OPHTHALMIC DISPENSING 
By RUSSELL STIMSON. 400 pages, 178 illustrations. (1950) 
$8.00 


CLINICAL ORTHOPTIC PROCEDURE 


By WILLIAM SMITH, O.D. 393 pages, 70 illustrations. 
(1950) $8.00 


THE PRACTICE OF MEDICINE 


By JONATHAN CAMPBELL MEAKINS, C.B.E., M.D., LLD., 
D.S.C. FIFTH EDITION. 1,558 pages, 518 illustrations, 50 
in color. (1950) $13.50 


METHODS IN MEDICINE 


By GEORGE R. HERRMANN, M.D., Ph.D. SECOND EDI- 
TION. 479 pages. (1950) $7.50 


DOCTOR AND PATIENT AND THE LAW 


By LOUIS J. REGAN, M.D., LLB. SECOND EDITION. 545 
pages. (1949) $10.00 


ATLAS OF AMPUTATIONS 


By DONALD B. SLOCUM, M.D., M.S. 584 pages, 564 
illustrations, 8144”x1149”. (1949) $20.00 


ATLAS OF ROENTGENOGRAPHIC POSITIONS 


By VINITA MERRILL. Two volumes. 708 pages, over 1,500 
illustrations. 9”x12”. (1949) $30.00 


Your Christmas Packages will receive prompt attention from our Mail Department 


The C. V. MOSBY Company 


Scientific Publications 
3207 Washington Blvd. 


St. Louis 3, Missouri 
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The Practitioners Bookshelf 


Frustration: The Study of Behavior Without a Goal. 
By Norman R. F. Maier, M.D. Pp. 264. Price, 
$3.50. McGraw-Hill Company, New York, 1949. 


This is an important book for it summarizes 
a large amount of work done by an able man 
who has been producing neuroses in rats. Today 
when a psychiatrist sits down to talk with a per- 
son who is suffering from frustrations, he listens 
to his story and tries to find out what were the 
forces at work. Then he tries to help with sug 
gestion and advice. In such work he has to feel 
his way, and often he depends on theories which 
may or may not be correct. The experimental 
psychologists are now trying to substitute for 
this trial and error method a basic scientific 
knowledge acquired through experimentation 
with animals. One difficulty, of course, is that 
the frustrations produced in the animals are not 
exactly the same as those produced by different 
forms of mental trauma sustained by human 
beings. 

Animals are trained to jump at little doors in 
order to get their food. After they have learned 
the right doors to jump at, conditions are changed 
so that all the animal gets is a bumped nose and 
a fall. This sort of mixup is likely to produce in 
the animal a neurosis. 

At any rate, this is a valuable book, and all 
thoughtful physicians can find much that will 
interest them. 


Children with Mental and Physical Handicaps. By J. 
E. Wallace Walling. Pp. 549. Price, $6.65. Prentice- 
Hall, New York, 1949. 


This is a good reference book for professional 
workers in fields of special education, child guid- 
ance, pediatrics, etc. It is based on first-hand ex- 
perience in the treatment of the handicapped. 
It could be helpful to many physicians who have 
to advise parents with handicapped children. 
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Wherever possible, the author has brought up to 


Antibiotics. By Robertson Pratt and Jean Dufrenoy. 
Pp. 255. Price, $5.00. J. B. Lippincott Company, 
Philadelphia. 

This is a book full of information for those 
who would like to have in one volume much of 
the recent information on antibiotics. The only 
unfortunate part is that knowledge of the sub- 
ject is advancing so rapidly that any book will 
be somewhat out of date before it is in print. 


Isotopic Tracers and Nuclear Radiation. With Appli- 
cations to Biology and Medicine. By William E. 
Siri. Pp. 653. Price, $12.00. McGraw-Hill, New 
York. 


This volume is a bit too technical for the aver- 
age physician, but it may be of interest to some 
who want to know what is going on in the field 
of isotopes and their relation to medicine. 


Williams’ Obstetrics. By N. J. Eastman, M.D. Pp. 
1,200. Price, $12.50. 10th Ed. Appleton-Century- 
Crofts, Inc., New York, 1950. 


The author is to be complimented on his able 
revision of this famous text, originally written 
by J. Whitridge Williams and subsequently 
revised by Stander. A comparison of the pre- 
viously written text with the present volume il- 
lustrates how vitalizing a new approach can be. 
Approximately one-half of the chapters have 
been rewritten and supplemented with numer- 
ous new illustrations. It is refreshing to see how 
well the author has pruned out the historical 
data and theoretical considerations, and has 
given increased emphasis to fundamentals such 
as prenatal care, complications of pregnancy, and 
post-partum care. 

Timely consideration has been given to the 
management of diseases associated with preg- 
nancy, and a detailed discussion of prolonged 
labor, toxemias, and hormones is included. 


been traced all the way up. In normal brains 


“TELL HOW”, ask many doctors 


To doctors who ask how they can do more professional reading 

WE WILL —without encroaching on daily practice demands, without ex- 

"#8 penditure of a great deal of money—we point to the Annual 

Medical Year Book Series. The Year Books help form the systematic, organized read- 

ing habits that do so much to compensate for lack of time. Their brief, concise style— 

their comprehensive coverage of world-wide journal literature—their authority and sig- 

nificant editorial evaluation—all add up to the ideal reading service for the doctor 

who desires (and what doctor doesn’t?) the greatest amount of usable information, in 
the least possible time, at lowest possible cost. 


New 1950 Volumes of 


1. There is a Year Book for Every Practice —Choose Special Interest to GP Readers 
from 14 separate volumes in the fields of medi- feck of 


cine, surgery and the specialties. Edited by Evarts A. Graham, M.D. With 
a special section on Anesthesia, edited 
by Stuart C. Cullen, M.D. 704 pages; 


2. Year Books are Timely—because Year Book 183 illustrations. $5.00, postpaid. Ready. 


contents are current and up-to-date. 
Year Book of Pediatrics—Edited by 


3. Year Books are Selective—because the articles Henry G. Poncher, M.D. 504 pages; 104 
presented are selected from the best medical illustrations. $5.00, postpaid. Ready. 
periodical literature by distinguished editors 
keenly aware of the average physician’s needs Year Book of Obstetrics & Gyne- 
and interests. cology—Edited by J. P. Greenhill, M.D. 

575 pages; 108 illustrations. $5.00, 
postpaid. Ready. 

4. Year Books are Dependable—published on reg- 
ular annual schedules to keep you continually Year Book of Medicine—Edited by 
informed on latest advances as they are re- Paul 

i j son, M.D., W. B. Castle, M.D., Tinsle 
ported in the literature. R. Harrison, M.D., George B. “een 
M.D. 819 pages; 136 _ illustrations. 

5. Year Books are Economical—in time, in money. $5.00, postpaid. Ready. 

Page for page, the best buys in medical liter- 
ature available. Information on other volumes in 
the series gladly supplied on 
request. 


y, 


THE YEAR BOOK PUBLISHERS, INC., 200 East Illinois Street, Chicago 11, Ill. 


th Please send me, postpaid, for 10 days’ free examination 


| . (1 New 1950 Year Book of General Surgery, $5.00. 
(CJ New 1950 Year Book of Pediatrics, $5.00. 

| (C0 New 1950 Year Book of Obstetrics & Gynecology, $5.00. 
(C New 1950 Year Book of Medicine, $5.00. 

| ( Descriptive literature on entire Year Book Series. 
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Wherever possible, the author has brought up to 
date the treatment in such controversial subjects 
as diabetes mellitus in pregnancy, apnea neona- 
torum, and hemolytic disease of the newborn. 

Doctor Eastman has enlisted expert assistance 
within certain fields of advanced study. The 
section on hemolytic disease of the newborn was 
written with the assistance of M. S. Sacks; Hell- 
man helped with the section on uterine inertia; 
Vosburgh in fetal physiology; Guttmacher re- 
wrote the chapter on multiple pregnancies and 
revised the section on spontaneous abortion. Spe- 
cial emphasis is given throughout the text to 
new visual aids. The work of Schlossberg, de- 
voted to the extraperitoneal Cesarean sections, 
is particularly commendable. A series of color 
plates is devoted to pelvic anatomy. This book 
has a place in the library of every student, spe- 
cialist, and general practitioner. 

—Epwarp A. Banner, M.D. 


Selective Partial Ablation of the Frontal Cortex. A 
Correlative Study of Its Effects on Human Psy- 
chotic Subject. By F. A. Mettler, M.D. Pp. 517. 
Price, $10.00. Paul B. Hoeber, Inc., New York. 


For those interested in what can be done sur- 
gically for the insane and for some persons who 
are suffering terrible pain, this is a helpful vol- 
ume. Forty-three persons have contributed to the 
book. It has been found that the removal of 
cerebral cortex from Brodman’s areas 9 and 10 
produce the most striking therapeutic results, 
with but little loss of mental capacity. The book 
contains a wealth of information in the fields of 
brain anatomy, physiology, biochemistry, neurol- 
ogy, psychiatry, and psychology. 


The External Morphology of the Primate Brain. By 
Cornelius J. Connolly, Ph.D. Pp. 378. Price, $10.00. 
Charles C. Thomas, Springfield, Ill., 1950. 


This is a scholarly work which every able 
physician interested in neurology will want to 
own. So much of the anatomy and physiology 
of the brain can be understood only by some- 
one who knows the comparative anatomy and 
physiology. The book is well illustrated with 
pictures of the brains of many animals, and also 
many diagrammatic representations of the sur- 
face of the brain. The book is based on a study 
of much material obtained from animals all the 
way from the lemur to man. The fundamental 
pattern of cortical expansion in primates has 
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been traced all the way up. In normal brains 
one finds revealed always a certain sequence 
which leads in the direction of a greater growth 
and expansion of some of the newer functional 
areas. 

This type of study of the brain is particularly 
valuable today when surgeons are attempting 
more and more often to relieve pain, insanity, 
terrible nervous tension, or restlessness by re- 
moving some part of the brain. 


Vision: Its Development in Infant and Child. By Arnold 
Gesell, M.D., Frances L. Ilg, M.D., and Glenna E. 
Bullis. Pp. 329 with 56 illus. Price, $6.50. Paul B. 
Hoeber, Inc., New York. 


This volume ‘is another one in the series writ- 
ten by the greatest student of childhood in the 
world today. The book describes a study of the 
sight of infants and young children made during 
a period of years at the Yale Clinic of Child 
Development. 

Of particular interest to many physicians will 
be the chapter on the behavior of blind children. 
The book will be highly informative for men 
who are interested in the development of the 
brain and the influence on it of stimuli coming 
from the outside world. 


Kinesiology. By L. E. Morehouse, Ph.D., Associate 
Professor of Physical Education, University of 
Southern California, and John M. Cooper, M.D. 
Price, $4.50. The C. V. Mosby Company, St. Louis, 
1950. 


This is an interestingly written study of move- 


- ment, in both work and sport, presented with a 


scientific basis. The text endeavors to portray 
how the best performance can be obtained in 
athletics and in other fields of muscular en- 
deavor. The volume is liberally illustrated with 
photographs showing more efficient use of 
muscles and body posture. 

The text should be valuable to physicians who 
are active in industry, sport, physical therapy, 
and orthopedics. L. M.D. 


Memories of Eighty Years. By James B. Herrick, M.D. 
Pp. 250. Price, $5.00. University of Chicago Press, 
Chicago, 1949. 


James B. Herrick is one of the outstanding 
physicians of America and he has written an un- 
usually interesting autobiography. It is a fine 


volume to keep by the side of the bed for the 
last hour of the day. 


These 


Medical 
Books 
Belong 
in 

Your 
Library 


ORDER 
STORE 


THROUGH YOUR BOOK- 
OR USE THIS COUPON 


@ Prices slightly higher 
outside the U.S.A. 


THERAPEUTICS IN INTERNAL MEDICINE 


FRANKLIN A. KYSER, M.D., F.A.C.P., Editor; Associate in Medicine, Northwestern Univ: sity 
Medical School 


This is a book devoted to just one subject . . . treatment. 268 articles written by 82 o! the 

country’s most distinguished medical men consider and discuss the treatment of every on- 

surgical disease you will be likely to encounter in the practice of medicine. It is an « icy- 

clopedia of medical treatment . . . designed for students, teachers, and general practitio: ars, 

736 pages 21 sections 268 articles $1200 
A New Nelson Book: 


ATOMIC MEDICINE | trodiccctivity in Peace and Wor) 


C. F. BEHRENS, M.D., Editor, Captain, MC, U.S. Navy; Director, Atomic Defense Division, 
Bureau of Medicine and Surgery 


A vast array of new problems, as well as an unlimited future, was presented to the medical 
profession with the advent of atomic energy. A paramount problem is that of atomic defense. 
ATOMIC MEDICINE was written with this in mind, as well as the myriad other problems that 
confront the doctor in the atomic age. ATOMIC MEDICINE contains all the knowledge of 
atomic energy as it applies to the science of medicine which has thus far been discovered. 


432 pages 90 illustrations 20 contributors © $7.50 


GYNECOLOGY the teachings of John 1. Brewer) 


JOHN |. BREWER, M.D., Ph.D., Prof of Obstetrics & Gynecology, Northwestern University 
Medical School 


A fresh approach to the subject of gynecology is offered in this new textbook. Material 
is organized and presented in the way it should be used in daily clinical practice. Diseases 
and symptoms are grouped according to their symptomatology and for the physical examina- 
tion findings. The clinical aspects, diagnosis and treatment of all conditions mentioned in 
each chapter are discussed in detail, which makes Brewer's GYNECOLOGY eminently suitable 
both as a teaching text and as a practical volume for clinicians, interns and residents. 


448 pages ° 66 illustrations ° $7.50 


GYNECOLOGIC DIAGNOSIS 


ROBERT TAUBER, M.D., F.A.C.S., F.I.C.S., Assistant Professor of Gynecology and Obstetrics, 
The Graduate School, University of Pennsylvania 


GYNECOLOGIC DIAGNOSIS is concerned with the primary problem facing every doctor . . . 
diagnosis, but it approaches this problem in an entirely different manner. Thirty-three cases 
are discussed in what Dr. Tauber terms a “diagnostic clinic’; eighty illustrations, drawn 
specially for this book, are used; and abundant clues are given. It is up to you, the reader, 
to decide what the correct diagnosis in each case should be, and then check yourself with 
the answer at the end of each chapter. GYNECOLOGIC DIAGNOSIS departs quite radically 
from the usual technique used in writing a medical book . . . it manages to be witty, schol- 
arly, amusing and informative, all at the same time! 


288 pages ° 80 original illustrations ° $6.00 


THOMAS NELSON & SONS GP-12 
385 Madison Ave., New York 17, N. Y. 

Please send me the books | have checked below: 

(0 Check herewith C Send Invoice 

(J Kyser’s THERAPEUTICS IN INTERNAL MEDICINE $12.00 
() Behrens’ ATOMIC MEDICINE $7.50 
Brewer's GYNECOLOGY $7.50 
(0 Tauber’s GYNECOLOGIC DIAGNOSIS $6.00 
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Aeademy Reports and News 


1951 SCIENTIFIC ASSEMBLY 


AMERICAN ACADEMY OF GENERAL PRACTICE 


San Francisco Civic Auditorium, March 19-22, 1951 


FIRST DAY OF ASSEMBLY TO FEATURE FAMILY LIFE 


AND THE FAMILY DOCTOR 


Ir 1s generally expected of the family physician 
that he will function as a family counselor, as 
well as a capable medical technician. But his 
abilities as an advisor and arbiter on family prob- 
lems have grown out of his inherent common 
sense and intimate acquaintance with the fam- 
ily itself, rather than from any formal training 
on how to deal with its problems. 

When the 1951 Scientific Assembly convenes 


on Monday afternoon, March 19, attending 
general practitioners will for the first time have 
an opportunity to examine the modern Ameri- 
can family through the eyes of seven noted au- 
thorities trained in analyzing and solving its 
problems. The physicians will have an occasion 
to establish fresh perspectives for their approach 
to their advisory responsibilities to the family 
groups looking to them for guidance. On the 


Night view of the Bay Bridge from the Oakland side, with San Francisco's skyline in the background. 


NOTED AUTHORITIES WHO WILL SPEAK 
ON FIRST DAY OF ASSEMBLY 


William C. Menninger, M.D. 


General secretary of the Menninger 
Foundation of Topeka, Kansas, 
William C. Menninger, M.D., is 
Professor of Clinical Psychiatry at 
the University of Kansas School of 
Medicine and at the Menninger 
Foundation School of Psychiatry. 
He held the rank of brigadier gen- 
eral during World War II and di- 
rected the Neuropsychiatry Con- 
sultants Division, Office of the Sur- 
geon General. Chairman of the Ex- 
pert Committee on Mental Health 
of the World Health Organization, 
Doctor Menninger is a member of 
the Governing Board of the World 
Federation for Mental Health, the 
Board of Consultants of the Na- 
tional Institute of Social Relations, 
The National Committee of the 
White House Conference on Chil- 
dren and Youth, the Board of the 
National Council on Civil Rights, 
and the Committee on Human Re- 
sources, Research and Development. 
He is a former president of the 
American Psychiatric Association 
and of the American Psychoanalytic 
Association. 


George T. Harding, M.D., is presi- 
dent of the College of Medical 


Evangelists, Los Angeles, and Pro- 


fessor and Head of the Department 
of Psychiatry of the School of Medi- 
cine of the College. Previously, he 
was Clinical Professor of Psychi- 


atry at the Ohio State University _ 


College of Medicine and Medical 
Director of the Harding Sanitarium 
in Columbus, Ohio. He is the 
author of several books and many 
articles in the medical literature 
and is a fellow of the American 
Psychiatric Association and of the 
American College of Physicians. 
Doctor Harding will be the moder- 
ator for the panel on “Counseling 
Factors in Family Life” on the first 
day of the Assembly. On the third 
day he will speak on “Therapy in 
Functional Disorders” and will par- 
ticipate in the panel discussion to 
be held that afternoon on “Func- 
tional Disorders in Medical Prac- 
tice.” 


Evelyn Millis Duvall, Ph.D., is ex- 
ecutive secretary of the National 
Council on Family Relations, with 
headquarters at the University of 
Chicago. She has had extensive 
teaching experience and is the 
originator of a number of marriage 
courses and leadership training pro- 


grams. She is Regional Consultant 


George T. Harding, M.D. 


of the American Institute of Family 
Relations, a member of the execu- 
tive committee of the American As- 
sociation of Marriage Counselors, 
a member of the Advisory Board 
of the Child Study Association of 
America, a member of the National 
Committee on Parent Education, 
and the Society for Research in 
Child Development. Doctor Duvall 
has written many articles, mono- 
graphs, and books on marriage and 
family life. An able and popular 
speaker, she makes frequent radio 
appearances. In addition to appear- 
ing on the Scientific Assembly pro- 


Evelyn M. Duvall, Ph.D. 


gram, she will be the principal 
speaker at the Brunch arranged by 
the Ladies’ Entertainment Commit- 
tee for Tuesday, March 20. 


Paul Popenoe, Sc.D., is general di- 
rector of the American Institute of * 
Family Relations, Los Angeles, an 
educational center and information 
bureau serving in connection with 
problems of sex, heredity, love, mar- 
riage, and parenthood. Educated at 
Occidental College and Stanford 
University, he formerly served as 
editor of the Journal of Heredi 

of the American Genetic ia- 
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Stanley R. Truman, M.D. 


tion, and as executive secretary of 
the American Social Hygiene As- 
sociation. Before assuming the di- 
rectorship of the Institute of Fam- 
ily Relations, Doctor Popenoe was 
secretary and director of research 
of the Human Betterment Founda- 
tion and lectured in biology for 
fourteen years at the University of 
Southern California. He is the 
author of nine books, many contri- 
butions to social biology which have 
been published in the professional 
journals. 


The president of the American 
Academy of General Practice, 
Stanley R. Truman, M.D., will par- 
ticipate in the panel discussion on 
“Counseling Factors in Family 
Life.” He is a graduate of the Uni- 
versity of California Medical School 
and prior to that had attended 
Union Theological Seminary and 
done undergraduate and graduate 
work at the University of Califor- 
nia. Doctor Truman was the first 
secretary of the California Medical 
Association’s section on _ general 
practice and the first president of 
the General Practitioner’s Associa- 
tion in Alameda County, one of the 
first organized groups of general 


practitioners. He has practiced in 
Oakland since 1934 and isa regular 
contributor to the medical literature. 


A consulting psychologist practicing 
in Beverly Hills, California, Dero- 
thy W. Baruch, Ph.D., specializes in 
marriage and family relations, and 
work with parents and children. 
She collaborates with her husband, 
Hyman Miller, M.D., on both clin- 
ical and research problems in psy- 


Paul Popenoe, Sc.D. 


chosomatic aspects -of allergy, re- 
ports of which have been widely 
published in the medical literature. 
Formerly Professor of Education at 
Whittier College, Doctor Baruch 
has also been a Special Lecturer at 
Claremont Colleges, the University 
of Southern California, and the ex- 
tension divisions of the city schools 
of Burbank and Los Angeles. Dur- 
ing the last war she was Special 
Consultant on Womanpower to the 
westcoast Regional War Man- 
power Commission. She is the 
author of several books for children 
and for adults, and has taken the 
title of her most recent book, New 
Ways of Discipline, as the subject 
for her lecture at the Academy's 
Assembly. 


Nadina R. Kavinoky, M.D. 


Nadina R. Kavinoky, M.D., 
tices in Los Angeles and is con- 
nected with the Department of 
Gynecology at the College of Medi- 
cal Evangelists. She devotes much 
of her time to teaching for she is 
Lecturer at the School of Nursing 
of Methodist Hospital; Special Lec- 
turer in the Teachers’ Workshop, 
Department of Education, Univer- 
sity of California at Los Angeles; 
and Special Lecturer, Counselors’ 
Course, Department of Sociology, 
University of Southern California. 


Dorothy W. Baruch, Ph.D. 
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Multiple Vitamin 
Deficiencies 


“. .. Deficiency diseases clinically evt- 
dent are usually associated with addi- 
tional tissue deficiencies of nutrients 
not yet clinically manifest.” (Jolliffe, 
Tisdall & Cannon: Clinical Nutrition, 
New York, Hoeber, 1950, p. 633-634.) 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


~—supplies all of the vitamins indicated 
in mixed vitamin therapy in the clini- 
cally proved, truly therapeutic “practi- 
cal formula’”* recommended by Jolliffe. 


Each Theragran Capsule 

gives your patient: 

Vitamin A ...... 25,000 U.S.P. units 
Vitamin D ........ 1,000°U.S.P. units 
Thiamine hydrochloride ....10 mg. 


Bottles of 30, 100, and 1000 


“* Thiamine content raised to 10 mg, 


for true vitamin therapy... 


specify THERAGRAN® 
SQUIBB 


premise that family life today is an area perti- 
nent and timely to the general practice of medi- 
cine, each speaker is specifically relating his in- 
structional material to the needs of the family 
doctor. 

The first period of scientific discussion will be 
a talk on “Marriage and Family Relations,” by 
Paul Popenoe, Sc.D. Doctor Popenoe will set 
the stage for the entire afternoon’s discussion; 
his theme will be that the family isn’t what it 
used to be. The differences will be noted and 
the significance and importance of these altered 
relationships to the health, welfare, and stability 
of the family will be emphasized. 

The next speaker will be William C. Men- 
ninger, M.D., on “Sexual Aspects of Marriage.” 
Doctor Menninger’s address will be devoted to 
the sexual impulse operating in the individual 
in which its development, overt expression, con- 
trol, frustration, arrest, and deviation will be 
clearly pointed out. With this background, the 
sexual aspects of marriage and the planning for 
children will be considered. 

Dorothy W. Baruch, Ph.D., will follow Doc- 
tor Menninger on the program, and it is felt 
that these two talks will cover the two most 
common aspects of family problems encoun- 
tered by the general practitioner. In “New Ways 
of Discipline” she will discuss the important con- 
cepts and general principles of child guidance. 
An analysis of the emotional factors leading to 
behavior difficulties in children will be given. 

Evelyn Millis Duvall, Ph.D., Nadina R. 
Kavinoky, M.D., and Stanley R. Truman, M.D., 
will then join Doctors Popenoe, Menninger, 
and Baruch in an informal panel discussion at 
the end of the first afternoon of the Assembly. 
George T. Harding, M.D., will be the moder- 
ator for “Counseling Factors in Family Life,” the 
objective of which will be a spirited and provoc- 
ative symposium on the problem of counseling 
as the therapeutic relationship the physician as- 
sumes the area of family living. Since little 
scientific training has been given general physi- 
cians in this vital relationship, an attempt will 
be made to explore and evaluate its various 
aspects. 

As previously reported, the wives and guests 
of physicians attending the Assembly are cordially 
invited to the opening session to hear these fa- 
mous authorities discuss the modern American 
family and the family doctor. 
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SPECIAL TRAINS 


TO THE ASSEMBLY 


ARRANGEMENTS have been completed by the Lee 
Kirkland Travel Agency to provide special trains 
for Academy members who will attend the San 
Francisco Assembly, March 19 to 22. Those who 
have been wishing that someone would take over 
the details of planning their trip to the Assembly 
will be pleased to know that Mr. Kirkland now 
offers this service. 

This special Assembly trip includes complete 
transportation and lodging arrangements from 
your home-city to San Francisco and then back 
to your home-city; Chicago and Kansas City will 
be the main points of connection. On the way, 
the travelers will enjoy the companionship of 
fellow members as they journey through Denver 
and the Rocky Mountains (by daylight), stop- 
ping at Glenwood Springs and arriving in Salt 
Lake City in the early evening. Feather River 
Canyon will be visited on the final lap of the 
westward journey, before the travelers’ afternoon 
arrival in San Francisco. 

In San Francisco, Assembly-goers will be 
taken to one of the city’s first-rate hotels where 
they will be given choice double rooms. When 
the Assembly activities are over, this group will 
depart from San Francisco for Los Angeles. 
Upon arrival in this fabulous city, they will be 
taken by car on a get-acquainted trip through 
the city and the movie capital. After luncheon at 
the famous Farmer’s Market, the party will be 
taken to the Biltmore Hotel, where it will stay 
during the three-day visit in Los Angeles. Plenty 
of time will be allowed for shopping, sightsee- 
ing, visiting the beach, or just relaxing. 

On the evening of March 25, the travelers 
will leave for the Grand Canyon, where they 
will spend a day at the El Tovar Hotel on the 
south rim of the canyon. Early that evening, 
they will begin their trip homeward on the 
Santa Fe Special. This combination convention 
and vacation should provide a welcome 
“breather” for our busy general practitioners. 
Further information can be had by writing to 
Academy headquarters, 406 West 34th Street, 
Kansas City 2, Missouri. It would be wise to 


Multiple Vitamin 
Therapy 


“, .. Patients fare much better when 
[the deficiencies] are treated simul- 
taneously. ... Convalescence is delayed 
when one gives only one vitamin at a 
time...” (Spies & Butt in Duncan, G. 
G.: Diseases of Metabolism, ed. 2, 
Philadelphia, Saunders, 1947, p. 504.) 


THERAGRAN 


THERAPEUTIC FORMULA VITAMIN CAPSULES SQUIBB 


Each Theragran Capsule 

gives your patient: 

Vitamin A ...... 25,000 U.S.P. units 
Vitamin D ........ 1,000 U.S.P. units 
Thiamine hydrochloride ....10 mg. 


5 meg. 
Niacinamide ...................... 150 mg 
Ascorble 150 mg. 


Bottles of 30, 100, and 1000 


When you want truly therapeutic dosages= 


specify THERAGRAN® 
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when the patient isn’t quite “up to snuff”... 


a good tonic is often all that is needed. 

To stimulate appetite, to restore vigor and general tone, 
Eskay’s Neuro Puospnates and Eskay’s THERANATES are two 
of the most useful preparations you have. These tonics 

are prescribed so widely because they work so well. 

Both are available in 12 fl. oz. bottles. 

Smith, Kline & French Laboratories, Philadelphia 


Eskay’s Neuro Phosphates 


a palatable and effective tonic 


Each adult dose, 2 fluid drams (2 teaspoonfuls), contains: 


Strychnine glycerophosphate, anhydrous . . . ‘grain 
Sodium glycerophosphate ......... 2 grains 
Calcium glycerophosphate ......... 2 grains 


Eskay’s Theranates’ 


the formula of fi ps Neuro Phosphates, plus Vitamin B, 
(0.75 mg. each adult dose 


*T.M. Reg. U.S. 
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1951 Scientific Assembly Program 


Hour | Menday—March 19 Tuesday—March 20 | Wednesday—March 21 | Thursday—March 22 
Hers 
Highlights of Prenatal Highlights of Francis L. Chamberlain, M.D: 
and Pustnatal Care Pediatric Practice pans 4 Cutting, M.D. 
Russell R. de Alvarez, M.D. | Charles(F. McKhann, M.D. | Tyrant Morrow, 
10:00 Albert Snell, M.D. 
10000 REGISTRATION 
AND RECESS TO Visir?T 
‘iit OPENING OF SCIENTIFIC SCIENTIFIC AND TECHNICAL EXHIBITS 
11:00 | AND TECHNICAL EXHIBITS 
11:00 Office Neurology 
11:30 Robert Wartenberg, M.D. 
Our Geriatric Patients —— 
Richard A. Kern, M.D netted 
Essential Laboratory ’ Mims Gage, M.D. 
Procedures 
wad Jesse L. Carr, M.D. 
1:00 Call to Order 
hod the RECESS FOR LUNCH 12:00 - 1:30 
Marriage and Medical Practice ina | Personality Growth and 
1:30 Family Relations Changing World Development 
2:00 Paul Popenoe, Sc.D. R. B. Robins, M.D. ©. Spurgeon English, M.D. 
Sexual As of IF nd 
Marriage TheCareefthe Dying | 
William C. Menninger, M.D, | Walter C. Alvarez, MD. M.D. 
2:30 | New Ways of Discipline The Injured Hand Therapy in 
Functional Disorders 
3:00 | Dorothy W. Baruch, Ph.D. L. D. Howard, Jr., M.D. 
3:00 
3:30 
RECESS TO VISIT 
3:30 SCIENTIFIC AND TECHNICAL EXHIBITS 
4:00 
om PANEL PANEL 
4:30 Comes Factors Obesity and Thinness eres Disorders 
Cliffor astineau, in 
Life on Medical Practice 
George T. Harding, M.D., Walter C. Alvarez, M.D., 
4:30 Moderator Moderator 
5:00 | Dorothy W. Baruch, Ph.D. Ralph Bowen, M.D. 
Evelyn Millis Duvall, Ph.D. Commen O. Spurgeon English, M.D. 
Nadina R. Kavinoky, M.D. Rheumatic Disorders George T. Harding, M.D. 
William C. Menninger, M.D. Richard A. Kern, M.D. 
5:00 | Paul Popence, Richard Freyberg, MD. | MD. 
5:30 | Stanley R. Truman, M.D. Stewart Wolf, Jr., M.D. 
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Coordinating effectively with your over-all plan of hypotensive treatment, 
Rutol provides safe drug medication designed to satisfy these vital objectives: 


1+ SEDATION 
2+ VASODILATION 
3+ CAPILLARY SUPPORT 


Combined sedation and vasodilation are provided by the central effect 
of Phenobarbital and the direct, smooth muscle relaxing action of 
mannitol hexanitrate. Protection against capillary fragility! is provided 
by rutin—most active member of the flavone glucosides. 


Each Tablet of Rutol contains: 

Mannitol Hexanitrate 16 mg. (1/4 gr.) 
Rutin 10 mg. (1/6 gr. approx.) 
Phenobarbital 8 mg. (1/8 gr.) 
Supplied in bottles of 100, 500 and 1000 tablets. 


1, Donegan, J. M., and Thomas, W. A.: Capillary Fragility and Cutaneous Lymphatic Flow in Relation 
to Systemic and Retinal Vascular Manifestations: Rutin Therapy, Amer. J. Ophthalmology 31:671-78 Wune) 1948, 


PITMAN-MOORE COMPANY 


PHARMACEUTICAL AND BIOLOGICAL CHEMISTS 
Division of Allied Laboratories, Inc., Indianapolis 6, Indiana 
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Shown together at the October 10 meeting of the Virginia chapter in Richmond are (left to right): 
Dr. Edward E. Haddock, Secretary of the Virginia chapter; Dr. R. B. Robins, Speaker of the Academy’s 
Congress of Delegates; John Battle, Governor of Virginia; Dr. Harry Warthen, Chairman, Board of Trustees of 
the Richmond Academy of Medicine; and Dr. Henry W. Decker, President of the Richmond Academy of hiedicine. 


NEWS FROM THE STATE CHAPTERS 


Tue first postgraduate clinical seminar presented 
by means of color television was held by the 
Wayne University College of Medicine in co- 
operation with the Detroit (Michigan) Acad- 
emy of General Practice and the Wayne County 
Medical Society. The program was held Novem- 
ber 15 and 16 in Detroit. The clinical demon- 
strations, transmitted from Grace Hospital, were 
projected in color on multiple television re- 
ceivers in the ballroom of the Masonic Temple. 
Dr. Harold F. Raynor, secretary-treasurer of 
the Detroit academy, was a member of the pro- 
gram committee. 

The work of the American Academy of Gen- 
eral Practice was discussed by Dr. Vincent 
Fischer, president of the New York State chap- 
ter, and Dr. John McGavern, vice-president, on 
Station WHAM’s broadcast, “Speaking of 
Health.” The broadcast was held in Rochester 
October 15. On the following day, Dr. R. B. 
Robins, Speaker of the Academy’s Congress of 
Delegates, and Dr. Floyd Bratt, convention 
chairman for the New York State chapter, were 
featured on “Speak Up,” a medical broadcast 
of WHAM-TV. 

Dr. John Boyd has recently been appointed 
president-elect of the Virginia chapter. He has 
also been named chairman of the medical serv- 
ice committee of the Medical Society of Vir- 
ginia. 

Dr. John R. MacElroy has been elected presi- 
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dent of the newly-formed Saratoga County 
(New York) Chapter. 

Three other chapters have recently been 
granted charters. On September 24, an organi- 
zational meeting was held by the New Bedford 
Regional chapter (Massachusetts). Dr. Philip 
F. Fortin is president of the group which re- 
ceived its charter from Dr. John Fowler, presi- 
dent of the Massachusetts chapter. 

The charter meeting of the Northern Illinois 
Regional chapter was held recently in Rockford. 
Newly-elected officers include Dr. J. Stuart 


_ Moffatt, president; Dr. E. T. Leonard, Jr., vice- 


president; and Dr. B. E. Bolotoff, secretary. 

Another recently organized group is the Jef- 
ferson County chapter (Alabama). 

The Methodist Hospital, Indianapolis, Indi- 
ana, is inaugurating a one-year General Practice 
Residency and invites inquiries from interns, 
residents, and practitioners. The service will in- 
clude medicine, surgery, and obstetrics. Inquiries 
may be addressed to Robert E. Neff, Superin- 
tendent. 

We were sorry to learn of the death of Dr. 
Hubert Porterfield, president of the Maryland 
chapter. Doctor Porterfield died October 12 in 
Hagerstown. 

The South Carolina chapter presented its 
Second Annual Scientific Assembly October 13 
in Columbia. Attending physicians were wel- 
comed by Dr. R. L. Crawford, president. Among 
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HYDROCHLORIDE 


CRYSTALLINE 
erram y Cin 
New Council-accepted broad-spectrum antibiotic 


orally: effective—well tolerated 


1. Terramycin may be highly effective 
even when other antibiotics fail. 


2. Terramycin may be well tolerated 
even when other antibiotics are not.? 


Suggested for: acute pneumococcal infections, 
including lobar pneumonia, bacteremia; acute 
streptococcal infections, including erysipelas, septic 
sore throat, tonsillitis; acute staphylococcal infections; 
bacillary infections, including anthrax; urinary tract 
infections due to E. coli, A. aerogenes, Staphylococcus 
albus or aureus, and other Terramycin-sensitive 
1. Bloke, F. G.; Friou, G.J., organisms ; acute brucellosis (abortus, melitensis, 
and Wagner, R. R.: Yale J. Biol. suis); hemophilus infections; acute gonococcal 
and Med. 22:495 (July) 1950. infections ; lymphogranuloma venereum; granuloma 
2. Herrell, W. E.; Heilman, F. Riz inguinale; primary atypical pneumonia; typhus 
(murine, epidemic, scrub) ; rickettsialpox. 
he See. Dosage: On the basis of findings obtained in over 150 leading 
medical research centers, 2 Gm. daily in divided 
doses q. 6 h. is suggested for acute infections. 


Supplied; 250 mg. capsules, bottles of 16 and 100; 
00 mg. capsules, bottles of 25 and 100; 
50 mg. capsules, bottles of 25 and 100. 


Antibiotic Division 
CHAS. PFIZER & CO., INC., Brooklyn 6, N.Y. 
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the guest speakers was Dr. R. B. Robins who 
spoke on “The Place of the American Academy 
of General Practice in American Medicine.” 

Several other chapters held scientific assem- 
blies during the month of October. Rochester 
was the site selected by the New York State 
chapter for its Second Annual Assembly October 
15 through October 18. Toastmaster for the ban- 
quet was Dr. R. B. Robins; guest speaker was 
Dr. Allen A. Stockdale. 

Doctor Robins was guest speaker of the Vir- 
ginia chapter in Richmond October 10. At this 
time, the Virginia group entertained the Rich- 
mond Academy of Medicine (see page 123). 

On October 22, the Florida chapter held its 
fall meeting in Orlando. Dr. Walter Sackett, Jr., 
presented a paper on “A New Concept of Baby 
Feeding.” “Anal Cryptitis” was the subject of 
Dr. Gerard Beck’s paper, and Dr. C. Russell 
Morgan spoke on “The Treatment of Burns.” 
Following a dinner, Dr. Robert Greenblatt dis- 
cussed “Hirsutism.” During a business meeting 
held in the afternoon, a committee was ap- 
pointed to investigate the status of the general 
practitioner in the state and national rehabilita- 
tion program. 

At the Massachusetts chapter's Annual Clini- 
cal Meeting October 4, the following officers 
were elected: President, Harold F. Brown, M.D.; 
vice-president, Harvey A. Kelly, M.D.; and sec- 
retary-treasurer, James G. Simmons, M.D. 

Dr. J. B. Kay presided at the Second Annual 
Meeting of the Georgia chapter held October 
26 in Macon. Dr. D. G. Miller, Jr., of Morgan- 
town, Kentucky, vice-president of the national 
Academy, was guest speaker. 

October 22 and 23 were the dates of the Third 
Annual Convention of the IMlinois chapter. Out- 
standing speakers were featured at the meeting 
which was held in Springfield. Dinner speaker 
was Dr. Marjorie Shearon, Washington, D. C. 
The subject of Doctor Shearon’s talk was “Road 
of No Return.” 

Dr. W. F. Meng of Reno was elected pres- 
ident of the Nevada chapter at its annual meet- 
ing October 6 in Las Vegas. Other officers are 
Dr. Stanley L. Hardy, vice-president, and Dr. 
Quincy Fortier, secretary-treasurer. 

The Second Fall Clinical Assembly of the 
Arkansas chapter was presented October 27 in 
Little Rock. The meeting was held in conjunc- 
tion with the Arkansas Medical Society. Chair- 
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His Majesty: the “G.P.” 


LOCATED on the former playground of 
Hawaii's kings, the Royal Hawaiian Hotel 
will be the Island home of those general 
practitioners who make this “journey to 
paradise,” following the San Francisco 
Assembly in March. The Royal Hawaiian, 
noted for its luxurious appointments and 
superb cuisine, is in the heart of the fa- 
mous Waikiki Beach and is the focal point 
of the activities of all vacationers. 


Membership Plaq 


®@This handsome plaque, denoting membershi 
in the Academy, is still available at the Head- 
quarters Office. It is nine by eleven inches and 
made of simulated bronze. The price of $3 in- 
cludes postage and embossing your name on the 
plaque. All orders must be accompanied by pay- 
ment. Please print your name as you wish it to 


appear. 
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The topical use of Arthralgen brings 
quick comfort and lasting relief from 
muscle and joint pain through the 
combined synergistic effects of (a) 
rubefaction, (b) vasodilation, (¢) 
analgesia. 


PENETRATION SPEEDS ACTION 


Selected low surface tension wet- 
ting agents in the ointment base 
encourage thorough, deep and 
rapid penetration of the contained 
medicaments. 


at the very site of discomfort 


FORMULA: 


Arthralgen contains 0.25% methacholine 
chloride, 1% thymol, 10% menthol and 
15% methy] salicylate, in a highly absorb- 
able, washable, emollient base. 


WIDE CLINICAL APPLICATION 


Arthralgen has proved its value as adjunc- 
tive treatment in arthralgias, myalgias and 
neuralgias, including such typical disor- 
ders as sprains, lumbago, synovitis, bursi- 
tis, neuritis, myositis, sciatica, pleurodynia. 
Arthralgen is supplied in 1-oz. collapsible tubes 
and Y-lb. jars. 


BORATORIES 
» Nutrition Research Laboratories, inc. 
CHICAGO i1, ILLINOIS 
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man of the program committee was Dr. Ralph 
Kramer of Fort Smith. 

In Atlantic City October 1, the New Jersey 
chapter elected Sidney Becker, M.D., president; 
T. M. Silverman, M.D., president-elect; Edwin 
Rosner, M.D., vice-president; and A. P. 
Trewhella, M.D., secretary-treasurer. 

Election of officers was recently held by sev- 
eral other chapters. E. C. Long, M.D., is the 
new president-elect of the Michigan chapter, 
and Harold F. Raynor, M.D., is secretary-treas- 
urer. Elections were held at a recent meeting 
which convened in Detroit. 

In Fort Worth, at a recent meeting of the 
Texas chapter, A. S. Tomb, M.D., was elected 
president; Van D. Goodall, M.D., president- 
elect; J. D. Murphy, M.D., vice-president; and 
B. H. Bayer, M.D., secretary-treasurer. 

The Colorado chapter's new officers are: 
President, Paul R. Hildebrand, M.D.; vice-pres- 
ident, Willis B. Hardesty, M.D.; secretary, Rob- 
ert M. Maul, M.D.; and treasurer, Thomas E. 
Best, M.D. 

Dr. Joseph W. Marshall is the new president 
of the Idaho chapter, Dr. Paul M. Ellis, vice- 
president, and Dr. Joseph Thomas, secretary. 

New officers of the Washington chapter are 
president, Dr. Carl B. Cone; vice-president, Dr. 
Joseph B. Finney; and secretary-treasurer, Dr. 
Charles E. McArthur. 

At the Lovisiana chapter's fourth annual 
convention recently held in Shreveport, Dr. Joel 
Gray of New Orleans was elected president; Dr. 
M. C. Wiginton of Hammond, president-elect; 
Dr. E. L. Caroll of Columbia, first vice-presi- 
dent; Dr. S. L. Gill of Shreveport, second vice- 
president; Dr. Janie Topp of Lake Charles, sec- 
retary; and Dr. J. W. Atkinson of Gretna, treas- 
urer. 

We would like to take time here to mention 
two new chapter publications. September 1950 
marks Volume 1 No. ! for S.O.S.G.P., the bi- 
monthly publication of the Southwestern Ohio 
Society of General Physicians, a chapter of the 
Ohio academy. Dr. Earl C. Van Horn is the 
editor. 

The Virginia chapter launched its initial vol- 
ume in October. Serving in the capacity of 
editor for the monthly Virginia “GP” is Dr. John 
Davis, Jr., of Lynchburg. 

The publication of the California chapter 

is all dressed up with a new format and name. 
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As of October, chapter members are receiving 
the California Academy Monthly, formerly 
known as 'the News. Dr. John G. Walsh is the 
editor and Mr. William Rogers is the Managing 
Publisher. 

The Indiana chapter has scheduled its 195) 
Annual Scientific Session for April 10 and 1] 
in Indianapolis. This group has invited the In- 
dianapolis Medical Society to hold this meeting 
jointly. Arrangements are being made for the 
presentation of scientific papers and for the 
banquet. 


The above photograph, taken at a recent meeting of 


_ the Indiana chapter at French Lick, shows (left to 


right): Dr. Arthur N. Jay, Chairman of the Publi- 
cation Committee of GP; Dr. Doe, an applicant; Dr. 
Clarence Rommel, President-elect of the Indiana 
chapter; and Dr. F. P. Jones, Membership chairman. 


Dr. William A. Buecheler, past president of 


the New York State chapter, has been named 


chairman and Dr. Floyd C. Bratt, secretary, of 
the newly-organized Session on General Prac- 
tice established by the Medical Society of the 
State of New York. The Society has authorized 
establishment of this Session in connection with 
the 148th Annual Meeting to be held next May 
in Buffalo. 

A dinner meeting was held recently by the 
Sheboygan (Wisconsin) chapter in Plymouth. 
Guest speaker was Dr. E. A. Bachhuber, assist- 
ant dean of Marquette University School of 
Medicine, Milwaukee. 
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Dosage 


will produce optimal clinical results 


/ 


The dosage schedule shown above is designed to produce optimal clinical results 
with Veriloid. Dosage is increased as indicated, to a point where an acceptable 
drop in tension is recorded. It is important to determine the dosage requirement 
of each individual, since the therapeutic need varies from patient to patient. 

Veriloid should be taken preferably with or immediately after meals and at 
bedtime, but never more often than at 4-hour intervals. Experience has shown that 
the average patient responds best to a daily dose of 10 to 12 mg. When an 
acceptable drop in pressure has been obtained without side effects, the dosage 
level at that point is considered the maintenance dose 

Veriloid, representing the active hypotensive ester alkaloids of Veratrum 
viride, is biologically standardized in mammals for uniform hypotensive activity. 
It is available on prescription only through all pharmacies in 1.0, 2.0 and 3.0 
mg. tablets. Literature on request. 

*Trade Mark of Riker Laboratories, Inc. 

RIKER LABORATORIES, INC. + 8480 BEVERLY BLVD., LOS ANGELES 48, CALIF. 
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The Southwestern Ohio Society of General 
Physicians, in collaboration with the College of 
Medicine, University of Cincinnati, presented 
a seminar on “Psychosomatic Medicine” October 
19 through November 30 in Cincinnati. , 

November 9 to 11 were the dates of the con- 
tinuation. course in poliomyelitis presented by 
the University of Minnesota together with the 
Elizabeth Kenny Institute. The course was held 
at the Center for Continuation Study. 

A postgraduate course is now being held by 
the St. Louis University School of Medicine in 
co-operation with the St. Louis (Missouri) Acad- 
emy of General Practice. The lectures, which 
are given for two hours every Tuesday and 
Thursday, started October 17 and will continue 
through December 7. 

Several other postgraduate courses have been 
scheduled. The New Orleans chapter, in co- 
operation with the Louisiana State University 
School of Medicine is offering a course in medi- 
cine as applied to general practice. Two-hour 
sessions, which started October 18 and will con- 
tinue for twenty-five weeks, are held each 
Wednesday night at 8 p.m. The lectures include 
medicine, surgery, obstetrics, gynecology, pedi- 
atrics, neurology, and all allied branches. 

The New England Postgraduate Assembly, 
an annual three-day scientific session, was held 
in Boston, November 6, 7, and 8. This year, the 
New England chapters of the Academy co-oper- 
ated in the program which was under auspices 
of the state medical societies in the New Eng- 
land area. The Assembly included lectures, 


clinics, panel discussions, and motion pictures. 

The Maryland chapter and the Council on 
Postgraduate Medical Education of the Uni- 
versity of Maryland in co-operation with mem- 
bers of the staff of the University’s Medical 
School and Hospital, are sponsoring a “Day of 
Postgraduate Lectures” December 7. There is 
no fee. This chapter plans to carry on a con- 
tinuation program of postgraduate courses in 
co-operation with the University’s School of 
Medicine. 

Speakers for the postgraduate course pre- 
sented October 19 by the Greater Kansas City 
chapter at the University of Kansas Medical 
Center. included Drs. E. Grey Dimond, Harry 
L. Douglas, and Joseph E. Walker. 

The medical center campus of the Indiana 
University School of Medicine was the site for 
the refresher course for the physician in gen- 
eral practice presented October 11 and 12. 

One-day regional postgraduate meetings are 
being scheduled by the University of Okla- 
homa School of Medicine. The meetings, 
which are held in centers of the state and will 
continue through January, 1951, are as follows: 
in Durnat, December 20, “Pediatrics”; in Law- 
ton, January 11, “Traumatic Surgery”; in Clin- 
ton, January 18, “Gastroenterology”; in Muske- 
gee, January 24, “Abdominal Surgery Diagno- 
sis’; and in Enid, January 25, “Urology.” 

The Mississippi chapter will present a semi- 
nar December 7 in Jackson. Scientific papers 
will be presented by six guest speakers. There is 


_no fee. 
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“Sure—Receptionist sounds better but—!” 


better nutrition means 


fewer: stittnirths 

neonatal deaths 

complications of delivery 

pre-eclampsias 
abortions 
toxemias 


nutritional 
balance 
to favor 
the health 
of mother and 
baby 


... Specially designed to help meet increased vitamin-mineral needs during preg- 
nancy and lactation. Improved maternal nutrition means better physical health for 
the mother with many prenatal symptoms and discomforts almost wholly relieved or 
avoided, and sturdier babies with greater resistance to disease. 


Two vitamin (dark color) capsules provide: vitamin A 10,000 units, thiamine 5 mg., 
riboflavin 5 mg., niacinamide 20 mg., choline 50 mg., pyridoxine 1 mg., pantothenic 
acid equiv. 10 mg., ascorbic acid 150 mg., vitamin D 1000 units, d, alpha-tocopherol 
5 mg., and B complex factors from 400 mg. yeast. 


Two mineral (light color) capsules provide: calcium 220 mg. (from di-calcium 
phosphate 750 mg.), iron 50 mg. (from ferric phosphate 3 gr.), phosphorus 
200 mg., magnesium 1.5 mg., copper 1.5 mg., manganese 1.0 mg., iodine 0.1 mg., and 
zinc 1.0 mg. 

professional samples and literature upon request. 


; u. s. vitamin corporation 
| casimir funk labs., inc. (affiliate) 
250 e. 48rd st., new york 17, n. y. 
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EDUCATION OF GENERAL PRACTITIONERS IN GREAT BRITAIN 


In THE early part of this year, the Amierican 
Medical Association sent a team of physicians 
to Great Britain to study medical education in 
relation to the National Health Insurance. 
Harold S. Diehl, M.D., Dean of Medical 
Science, University of Minnesota, Loren R. 
Chandler, M.D., Stanford University School of 
Medicine, San Francisco, and Stanley Dorst, 
M.D., Dean of University of Cincinnati College 
of Medicine, spent two months in Great Britain 
on this project. 

Their report, entitled “British Medical Educa- 
tion and the National Health Service,” was pub- 
lished in the August 26, 1950, issue of the 
Journal of the American Medical Association. 
The section of the report dealing with education 
and the status of the general practitioner under 
the National Health Service describes briefly 
and clearly the unfavorable position general 
practitioners are in today. As indicated in the 
report, this situation is not due entirely to the 
National Health Service Act. This report points 
out so well the results in England of the general 
practitioners’ failure or inability to make any 
organized effort to improve their own status. 
For this reason the report should be carefully 
studied by every general practitioner in the 
United States. 

With the permission of the Editor of the 
Journal of the American Medical Association, 
that section of the report is printed in full. 


The general practitioner no longer has access 
to a hospital for patients under his care. If his 
patients need laboratory tests, roentgen examina- 
tions, or special study for diagnosis or treatment, 
he must refer them to a hospital. He then has 
no further responsibility for the medical care 
of his patient since he has no privileges in the 
hospital. His work is limited to home calls and 
office visits. Payment of general practitioners is 
on an annual per capita basis. Therefore, in 
order to have an adequate income, the general 
practitioner tries to keep as many patients on 
his list as possible. 

The status of the general practitioner at the 
present time appears to be the most crucial de- 
fect in the National Health Service. Over the 
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past 30 years, under the original system of “panel 
practice,” there has developed a type of general 
practice which was limited largely to home and 
office care with some small opportunity for hos- 
pital practice. The National Health Service has 
extended this and has made the distinction be- 
tween general practice and consultant practice 
in the hospital even sharper than ever. 

In order to improve general practice, efforts 
are being made to provide general practitioners 
continued educational opportunities, financed by 
the Ministry of Health. Unfortunately, nothing 
has been done to make it possible for him to 
practice with greater competence after additional 
training. Opportunities for this postgraduate 
training have been made available in several 
ways. 

Of the physicians now engaged in general 
practice, it is estimated that less than 60 per 
cent have had an internship of any kind. In recent 
years, this has been changed by a requirement 
that all physicians must serve a “house officer- 
ship” of six months before entering the medical 
corps of the armed forces. As most students en- 
tering medicine defer their military service until 
they have completed medical school, all recent 
entrants to general practice have had at least 
that much hospital experience. Plans now are 
being formulated and legislation prepared to 


‘make compulsory a period of one year of hospital 


training before registering for practice. The 
passage of such legislation and execution of 
such a plan remains for the future, however. 
And at the present, no hospital training is re- 
quired after medical school in order to enter 
practice. 

For young physicians wishing to enter general 
practice, traineeships are available. Essentially 
these consist of a year of apprenticeship or 
assistantship to a designated general practitioner. 
The Ministry of Health pays for these services. 
However, these traineeships are not at present 
very popular unless there is assurance that the 
trainee will remain with his superior as a full- 
time assistant after completion of his year of 
service. 

Refresher courses of two weeks’ duration for 
general practitioners are available at several 


HEALING 
Abrasions 
Burns 
Scalds 
Sunburn 
Windburn 
happing 
Frostbite 


SOOTHING 

Diaper Rash 
Prickly Heat 
Chafing 


.....rapid epithelial repair, healthy granulation 


.++.+retards scar tissue formation 
.....particularly helpful in slow healing wounds 


P ..+.+pleasantly fragrant 
1% oz. tubes, and in 8 oz. and 16 oz. jars 
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centers, both in London and in the regional 
areas. These two-week courses have not been 
popular and in some places already have been 
abandoned. 

Courses one-half day in length devoted to 
various subjects of importance to general prac- 
tice are being provided by the Ministry. These 
courses may be taken by the physician at a 
teaching hospital where he can spend one to 
three half-days per week or may be conducted 
as extension courses in the regional hospital. 
Such courses usually extend through 11 or 22 
half-day sessions. They generally consist of 
demonstration clinics or conferences, include a 
variety of subjects, and are conducted by special- 
ists. However, they have not been well attended. 
In one area the director of postgraduate training 
told us that the courses had been announced 
and advertised to more than 2,000 general phy- 
sicians and only 40 have registered for them 
during the first year. 

Another form of trainirig for the general 
physician is known as a “voluntary assistant- 
ship.” A physician may go to a hospital and 
spend up to three half-days per week on a 
voluntary basis, participating in the regular ac- 
tivities of any one of several departments. The 
number of voluntary assistants who can be 
accommodated at one time in a given depart- 
ment necessarily is limited. In some areas, how- 
ever, these assistantship courses are being used 
fairly extensively. 


Although the general practitioner can take 


postgraduate training at the expense of the Min- 
istry of Health in any one of these several ways, 
surprisingly few men seem to be taking advan- 
tage of the opportunities. The reason most fre- 
quently given is that the general practitioner 
cannot practice medicine under present restric- 
tions any more effectively after he takes the 
course—so why take it! The only way in which 
a general practitioner can improve his situation 
is to secure a greater income by increasing his 
patient load. The present system recognizes the 
quantity of work done by the general practi- 
tioner, but it has no way of rewarding improved 
quality of work. It actually obstructs effort in 
that direction. The resultant frustration of the 
man in general practice is by far the outstanding 
defect in British medicine. 

The National Health Service Act has prac- 
tically destroyed interest in training for the po- 
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sition of Public Health Officer or Administrator. 
There are at least two reasons why this is so: a 
reduction in the scope of the health officer's 
activities and a marked disproportion in his 
salary compared to the salary of the physician 
in clinical practice. On “the day of adoption” 
most of the duties of the Public Health Officer 
dealing with medical care, such as maternal and 
prenatal care, responsibility of special disease 
hospitals, and so forth, were removed from his 
jurisdiction. His duties now are confined almost 
entirely to administration. Compared with clini- 
cal practice these duties are relatively unattrac- 
tive to young physicians. In addition to this 
reduction in the scope of professional activities, 
the salaries for such positions, which are paid 
by the local government and not by the Ministry 
of Health, remain only slightly above the pre- 
war level. When the income of consultants, 
registrars, dentists, and general practitioners 
was increased significantly, little if any change 
was made in the salary of the full-time health 
officer. As a result, few physicians are applying 
for special training in hygiene and public 
health. In fact, many physicians serving as pub- 
lic health officers when the system changed 
now have resigned their posts and entered clini- 
cal practice. Although plans are under discussion 
to remedy this tragic situation, nothing has been 
done to date, and the source of the future full- 
time physicians for the public health service is 
not now apparent. 

Another result of the National Health Service 


- must be mentioned again. That is the scarcity 


of outstanding and exceptionally qualified phy- 
sicians for positions in anatomy, physiology, 
pharmacology, and the other fields of basic 
medical science. At present the vast majority of 
superior young physicians are preparing for or 
already are in specialty practice. If medical edu- 
cation is to remain secure and of high quality, 
a considerable number of the teachers and in- 
vestigators in these fields must be medically 
trained. Since the salaries for such positions 
have been increased in 1949, the outlook has 
improved somewhat. Nevertheless, the differen- 
tial between the emoluments of academic medi- 
cine and clinical medicine is still too great for 
assurance that the preclinical sciences will secure 
their proper share of superior medical ability. 
Something more should be done, and preferably 


soon. 


“One-third to two-thirds of all patients who seek medical help 
have as the most significant cause of ill health an emotional or neu- 
rotic disturbance . . . nervousness and fatigue are among the commonest 
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NEED FOR A PERMANENT NATIONAL HEADQUARTERS 


Following publication in the October GP of a letter from the chairman of the Permanent Hous- 


ing C 


ittee, a b 


of Academy members have inquired how immediate is the need of 


National Headquarters space. The following statement from Dr. John R. Fowler, committee 


chairman, is an answer to those inquiries. 


Wuen our National Permanent Building Com- 
mittee was organized at the Saint Louis As- 
sembly, it was charged with the responsibility of 
obtaining funds for a permanent national head- 
quarters. At that time, the need for such a build- 
ing appeared to be well in the future. Subse- 
quent closer study of the situation, however, re- 
vealed a somewhat different picture. 

The present rented quarters are barely ade- 
quate to house the present staff—and because ad- 
ditional space has been acquired piecemeal as 
need arose, during the past 18 months, the re- 
sulting physical layout does not permit the most 
efhcient handling of the various Academy oper- 
ations. At the present time, the working space is 
4,400 square feet, which can be better visual- 
ized as an area of less than 100 x 45 feet. In 
this area must be included offices for the execu- 


tive secretary and his private secretary, offices for 
the three executive assistants, offices for the con- 
stantly growing editorial and production staff of 
GP, space ior secretaries, file clerks and other 
workers, space for the records of the national 
Academy, facilities for mailing, shipping, and 
storage. 

There should also be available an adequate 
conference room, office facilities for national 
oflicers and members of the Board when they are 
in Kansas City, and space for establishing a 
library. In the past 12 months, there has been 
a 50 per cent increase in national headquarters 
personnel. Continued additions of personnel 
must be expected with continued growth of our 
membership and with steadily increasing de- 
mands upon the national headquarters for addi- 
tional services to state chapters and individual 


UNTIL her physician can observe and treat her 
symptoms, many a woman, even today, faces the 
failing fires of the menopause with confusion . . . 


Physicians who are no longer satisfied with the limited action 
of replacement therapy alone, are electing to use a MORE 
COMPREHENSIVE TREATMENT for menopausal disturbances. 
Specifically designed for this purpose, Tablet Phen-Orivan, 
Dorsey provides, in addition to estrogenic substances: 
Thyroid to stimulate metabolism and promote a feeling 
of well being; phenobarbital and hyoscyamus to hasten 
relief by sedative and antispasmodic action. 
To treat the entire symptom complex, and to avoid a tendency 
to overtreat which may prolong the menopausal syndrome, 
Tablet Phen-Orivan is proving an extremely useful aid to 
therapy. Have you prescribed it? 


EACH TABLET PHEN-ORIVAN, DORSEY CONTAINS: 


Thyroid. . 

Estrogenic substances from pregnant mares’ urine, in their 
naturally occurring, water-soluble, conjugated form, ex- 
pressed as sodium estrone sulfate............-0.25 mg. 


TABLET 


THE SMITH-DORSEY COMPANY, LINCOLN, NEBRASKA e BRANCHES AT LOS pres. AND DALLAS 
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welcome relief in 
head colds and sinusitis 


We are sure you will agree that your 
head-cold and sinusitis patients will 
appreciate the prompt symptomatic 
relief provided by Benzedrex Inhaler. 


By recommending Benzedrex Inhaler, 
you can keep them comfortable be- 
tween office treatments. Benzedrex In- 
haler provides rapid and prolonged 
relief from nasal congestion. Yet it does 
not produce ephedrine-like effects such 
as insomnia, restlessness and 
nervousness. 


Your head-cold and sinusitis suscep- 
tible patients will be grateful to you 


for recommending Benzedrex Inhaler. 


Smith, Kline & French Laboratories, Philadelphia 


Benzedrex Inhaler 


the best inhaler ever developed 
“Benzedrex’ T.M. Reg. U.S. Pat. Off. 
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members. The sudden blossoming of GP into 
one of the- leading medical publications makes 
apparent the necessity for continued expansion 
in that department, as well. 

Experts in office planning have estimated that 
for the most efficient work by our national head- 
quarters personnel during the coming year, ap- 
proximately 9,000 square feet would be the op- 
timum. That much additional space is not avail- 
able in the present building—nor would its 
rental fall within the bounds of Academy econ- 
omy. We are currently paying approximately 
$14,000 a year for half that much space. Antic- 
ipating our continued growth over the next sev- 
eral years, about 12,000 square feet is the mini- 
mum safe estimate in planning a new building. 

Several members have questioned whether “this 
is the time” to attempt such a large-scale project. 
First of all, let us avoid the mistake of letting 
our “youth” as an organization confuse our con- 
viction of that organization’s importance or fu- 
ture permanence. The Academy has grown fast 
in the three and a half years, but it is not a 
mushroom. You may be certain that it has a 
solid future . . . that it will continue to grow 
and perform increasingly vital services for the 
thousands of general practitioners in the coun- 
try. There is every sound, sensible reason why 
we are justified in beginning to make serious 
plans for a permanent national headquarters. 
With a reasonable financial co-operation from 
the national membership, this “dream” could 
easily be translated into a physical structure 
which would render us all great service and of 
which we all might be proud. 

It is, of course, impossible to predict to what 
extent a national return to a war economy may 
affect the actual materialization of these plans. 
But your Committee feels that a “let’s sit and 
wait” policy would be a serious mistake and that 
it would be more logical and constructive to 
proceed with the accumulation of the necessary 
funds in the optimistic hope that the realization 
of our very real needs may not be beyond the 
realm of actual accomplishment. We hope, there- 
fore, that when your State Building Committee 
makes its appeal to you, sometime during the 
coming months, you will let your contribution 
express your faith in the future of the Academy, 
your pride in what it is accomplishing, and 
your desire to help it achieve the highest possible 
working efficiency. 
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A Derrorr pocror sends out his bills in an 
envelope which has this in the upper left- 
hand corner: “If not delivered in five days 
try like hell the sixth.” 


Tuen there’s the upset patient, a Republican 
with an obsession against the President, 
whose doctor diagnosed his ailment as de- 


lirium trumans. 


A Goop doctor doesn’t have to make a noise 
to attract a large clientele. A town clock 
never says anything but “tick-tock,” yet it’s 
the tock of the town. 


THE MATERNITY DEPARTMENT of a Woman's 
Specialty Shop, in Boston, has this sign 
hung over the entrance: “Ladies Ready-to- 
Bear Department.” 


Many a doctor who has succeeded in getting 
a youngster to cough up a small coin wishes 
that method could be used to get some of 
his patients to cough up larger sums. 


“Boss,” said the filling station attendant to 
the owner, “your doctor’s in here with a 
flat tire.” 

“That's great!” enthused the boss. “Diag- 
nose the trouble as a puncture wound result- 
ing in prolapsus of the perimeter. Prescribe 
plastic surgery followed by the administration 
of violent flatulents, and charge him accord- 
ingly. That's what he’s doing to me.” 
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Alvarez, M.D. (scientific article) November, 1950, p. 53. 
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Acne vulgaris. September, 1950, p. 68. 

ACTH: for pulmonary tuberculosis, July, 1950, p. 73; in 
treatment of poliomyelitis, July, 1950, p. 73; in treat- 
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Adenomatous goiter, as a cause of excessive functional ac- 
tivity of the thyroid. July, 1950, p. 47. 

Adenylic acid, as treatment for itching. August, 1950, p. 
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aubpanndio, as a cure. September, 1950, p. 67. 
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Appendicitis, early symptoms of acute. November, 1950, 
p. 59. 

Armpit infections. December, 1950, p. 80. 

Arsenicals, as producers of cutaneous reactions. December, 
1950, p. 60. 

Arthritis, and focal infection. September, 1950, p. 28. 

Art of interviewing, the. By Ian Stevenson, M.D., and 
Robert A. Matthews, M.D. (scientific article) October, 
1950, p. 59. 

Asthma: and Orthoxine, July, 1950, p. 63; history taking, 
symptoms, skin tests, complications, desensitization, in- 
trinsic asthma, treatment, “depletion,” bacterial allergy, 
nasal polyps, emphysema, tumors and foreign bodies, 
cardiac asthma, theories, ACTH and Cortisone, August; 
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Atabrine eruptions. December, 1950, p. 58. 

Atomic warfare. August, 1950, p. 31. 

Aureomycin: and nausea, July, 1950, p. 62; and amebiasis, 
July, 1950, p. 66; ointment, September, 1950, p. 68; 
and the puerperium, December, 1950, p. 80. 


Bacitracin. September, 1950, p. 68. 

Bacterial allergy, in patients with asthma symptoms. Au- 
gust, 1950, p. 67. 

BAL, the use of. October, 1950, p. 31. 

Banking, seven rules for your bank account. By John Y. 
Beaty. July, 1950, p. 75. 

Barbiturate poisoning. September, 1950, p. 73. 

Barbiturates, as producers of cutaneous lesions. December, 
1950, p. 60. 

Bladder, the nervous. July, 1950, p. 64. 

Blood, usefulness of the occult blood test. July, 1950, p. 26. 

Boeck’s sarcoid. December, 1950, p. 86. 

Bowel: obstruction, July, 1950, p. 41; distention, postop- 
erative, November, 1950, p. 41. 

Brain, new operations on the. November, 1950, p. 29. 

Breast, lumps in the; development of cancer in the 
ence of chronic cystic mastitis. August, 1950, p. 37. 


Bromides, as producers of cutaneous lesions. December, 


1950, p. 60. 
Bronchiectasis, chronic; treatment with multidose injector. 
August, 1950, p. 53. 


Cafergone, for migraine. July, 1950, p. 74. 

Calciferol, for cutaneous tuberculosis. August, 1950, p. 74. 

Canker sores. December, 1950, p. 85. 

Carbon tetrachloride nephrosis. October, 1950, p. 77. 

Carcinoma of the breast. August, 1950, p. 37. 

Carcinoma of the prostate. By J. A. Campbell Colston, 
M.D. (scientific article) October, 1950, p. 53. 

Carcinoma: of the pancreas, July, 1950, p. 26; of the duo- 
denum, November, 1950, p. 31; cancer may not kill, 
December, 1950, p. 29. 

Cardiac glycosides: digitoxin. July, 1950, p. 59. 

Care of the newborn, in rural practice. December, 1950, 

35. 

Cerebral apoplexy, and falls. November, 1950, p. 32, 

Cholesterol: and thrombosis, July, 1950, p. 23; and myo- 
cardial diseases, August, 1950, p. 31. 

Chorea. December, 1950, p. 86. 

Chorionic gonadotrophin, used for uterine bleeding. Oc- 
tober, 1950, p. 49. 


Cirrhosis. December, 1950, p. 53. 

Civil defense program. October, 1950, p. 125. 

Claudication, intermittent. July, 1950, p. 71. 

Coccyx, in middle-aged women. November, 1950, p. 77. 

Codeine, for gas. November, 1950, p. 80. 

Cold, the common. November, 1950, p. 78. 

Colitis, ulcerative. July, 1950, p. 64. 

Collagen diseases. September, 1950, p. 27. 

Collection agency racket, the. By Fred Merish. October, 
1950, p. 85. 

Collings report. October, 1950, p. 29. 

Colon, lesions of. July, 1950, p. 56. 

Common eye changes. By Derrick Vail, M.D. (scientific 
article) September, 1950, p. 31. 

Complications of the peripheral vascular system in dia- 
betics. By David W. Kramer M.D. (Practical Thera- 
peutics) September, 1950, p. 59. 

Congestive heart failure, treatment of. November, 1950, 
p- 65. 

Congress replies, in a small voice. November, 1950, p. 32. 

Conjunctivitis. September, 1950, p. 31. 

Contagion in doctors’ offices. October, 1950, p. 32. 

Coronary thrombosis, and cholesterol. July, 1950, p. 23. 

Cortisone: August, 1950, p. 50; in treatment of asthma, 
August, 1950, p. 69. 

Cough. December, 1950, p. 78. 

Curaré can cause death. November, 1950, p. 72. 


Deafness and otosclerosis. July, 1950, p. 27. 

Deferment of scientists. December, 1950, p. 27. 

Dermatitis, barbiturate. September, 1950, p. 28. 

Dermatology, practical hints in. November, 1950, p. 47. 

Dermatophtosis, new drugs for. July, 1950, p. 63. 

Diabetes: complications of the peripheral vascular system, 
September, 1950, p. 59; is it hereditary? December, 
1950, p. 87. 

Diet, low-protein. September, 1950, p. 73. 

Digestive tract, massive hemorrhage. July, 1950, p. 53. 

Digitalis, use of, in congestive heart failure. November, 
1950, p. 69. 

Digitoxin, the current controversy. By Charles H. Scheif- 
ley, M.D. (Practical Therapeutics) July, 1950, p. 59. 

Digits transplanted. July, 1950, p. 63. 

Diverticula, duodenal. December, 1950, p. 88. 

DOCA and vitamin C in rheumatoid arthritis. August, 
1950, p. 50. 

Doctors now subject to draft. November, 1950, p. 111. 

Dog plague. December 1950, p. 33. 

Dramamine, uses of. July, 1950, p. 27. 

Dreft, as a cure for peptic ulcer. July 1950, p. 73. 

accepted, new: mercaptomerin sodium, or thiomerin 

sodium; bismuth glycolylarsanilate; dihydrostreptomycin; 
methoxyphenamine hydrochloride, or orthoxine hydro- 
chloride; methyl cellulose, or cellothyl, or syncelose; 
methenamine mandelate. November, 1950, p. 51. 

Drug eruptions. By Herman Beerman, M.D. (scientific ar- 
ticle) December 1950, p. 55. 

Dual hospital-physician obligation. October, 1950, p. 28. 

Duodenum, cancer of. November, 1950, p. 31. 


Early symptoms of acute appendicitis. By Bray O. Hawk, 
M.D., and E. Lawrence Keyes, M.D. (scientific article) 
November, 1950, p. 59. 


Edema: with pollen injections for hay fever, September, 
1950, p. 50; of the ankles, December, 1950, p. 86. 

Education, medical: aid, December, 1950, p. 31; of general 
practitioners in Great Britain, December, 1950, p. 131. 

Electroshock treatment, for pain. July, 1950, p. 73. 

Emetine, the dangers of giving. August, 1950, p. 27. 

Emotional problems of the chronically ill. By George Sas- 
low, M.D. (scientific article) December, 1950, p. 63. 

Emphysema, with asthma. August, 1950, p. 68. 

Endometriosis. November, 1950, p. 80. 

Epilepsy, variants of. October, 1950, p. 33. 

Eosinophilia, in children. September, 1950, p. 28. 

Epileptic motorists. November, 1950, p. 30. 

Erythroblastosis: of infants, July, 1950, p. 73; erythroblas- 
totic babies, November, 1950, p. 77. 

Estrogen: use for uterine bleeding, October, 1950, p. 49; 
use for carcinoma of the prostate, October, 1950, p. 56. 

Ethics in medicine. By Walter C. Alvarez, M.D. Septem- 
ber, 1950, p. 81. 

Exophthalmic goiter, as a cause of excessive functional ac- 
tivity of the thyroid gland. July, 1950, p. 47. 

Exophthalmos, and proptosis. September, 1950, p. 33. 

Eyes, with disturbed or limited motion. September, 1950, 
p- 33. 


Feeding: oral, intravenous, jejunostomy, July, 1950, p. 37; 
program, for patients with a bleeding ulcer, July, 1950, 
p- 55. 

Feet, semiclubbed, treatment of. September, 1950, p. 73. 

First national conference on cardiovascular diseases. Oc- 
tober, 1950, p. 141. 

Folic acid and vitamin B,, in anemia. By Tom D. Spies, 
M.D., Guillermo Garcia Lopez, M.D., Fernando 
Milanes, M.D., Ruben Lopez Toca, M.D., and Alfredo 

Reboredo, M.D. (scientific article) September 1950, p. 

37. 

Foot, abscess of. Treatment with the multidose injector. 
August, 1950, p. 55. 


Gallbladder disease. By Martin E. Rehfuss, M.D. (Practi- 
cal Therapeutics) December, 1950, p. 69. 

Gallbladder, removal of. November, 1950, p. 79. 

Gallstones in women. December, 1950, p. 87. 

Gastric contents, and tuberculosis. October, 1950, p. 33. 

Gastrointestinal hemorrhage. By T. Grier Miller, M.D. 
(scientific article) July, 1950, p. 53. 

General medical officers in armed forces, the status of. 
October, 1950, p. 123. 

General practice departments in hospitals. October, 1950, 
p- 129. 

General practice in England today. By Victor Russell, 
M.D. August, 1950, p. 81. 

General practitioner in and out of hospital, the. By John 
O. Boyd, Jr., M.D. September, 1950, p. 99. 

Glaucoma, acute. September, 1950, p. 33. 

Globin insulin, the value of. September, 1950, p. 74. 

Goiter, exophthalmic: radioiodine as a cure. November, 
1950, p. 72. 

Gonorrheal urethritis. September, 1950, p. 68. 

Gout. December, 1950, p. 79. 

G.P. fees in England. November, 1950, p. 30. 


Health Resources Advisory Committee is established. Sep- 
tember, 1950, p. 75. 
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Hemiplegia: with infarction, September, 1950, p. 26; after 
care of the hemiplegic, September, 1950, p. 45. 

Hematemesis, of the digestive tract. July, 1950, p. 53. 

Hemorrhoids, management of. August, 1950, p. 59. 

Hepatitis: as a cause of brain injury, August, 1950, p. 28; 
and the liver, December, 1950, p. 51. 

Herpes zoster: causes of, July, 1950, p. 25; treatment of, 
July, 1950, p. 62; therapy for, July, 1950, p. 71. 

Hiatus hernia. September, 1950, p. 74. 

Hodgkin’s disease, and nitrogen mustard. September, 1950, 
p. 44. 

Hormone therapy in uterine bleeding. By Edward C. Reif- 
enstein, Jr., M.D. (scientific article) October, 1950, p. 
45. 

Hospital care: and the state, July, 1950, p. 80; service in 
the United States, July, 1950, p. 123. 

Hospitals’ responsibility. November, 1950, p. 27. 

House dust, sensitivity to. September, 1950, p. 67. 

How good are you? By George S. Klump, M.D. October, 
1950, p. 27. 

How to build a reference file. By Lyon Steine, M.D. De- 
cember, 1950, p. 89. 

How to weigh a baby. By Edwin Matlin, M.D. December, 
1950, p. 97. 

Hyperinsulinism. October, 1950, p. 83. 

Hypertension: causes, July, 1950, p. 66; salt-free and rice 
diets for, August, 1950, p. 71; symptoms of malignant 
hypertension, October, 1950, p. 84. 

Hyperthyroidism: pathology of, July, 1950, p. 47; and 
radioactive iodine, December, 1950, p. 78. 

Hyperventilation syndrome. By O. Brandon Hull, M.D. 
(scientific article) September, 1950, p. 53. 

Hypodermics, throwaway. December, 1950, p. 31. 

Hypogenitalism, testosterone in. December, 1950, p. 88. 


“Ideal consultant, the. By Abraham Owen, M.D. December, 
1950, p. 93. 
Ileostomy. December, 1950, p. 87. 
Immunity to insect bites. December, 1950, p. 30. 
Impotence, testosterone as a cure. August, 1950, p. 80. 
Infectious disorders, treatment with streptomycin in com- 
bination with other antibiotics. August, 1950, p. 51. 
Insutance case history of Doctor X. By Raleigh E. Ross. 
November, 1950, p. 86. 
Interstitial cystitis. October, 1950, p. 77. 
Interviewing, the art of. October, 1950, p. 59. 
Intestinal obstruction. By Philip Thorek, M.D. (scientific 
article) July, 1950, p. 41. 
lodides, as producers of cutaneous lesions. December, 1950, 
p- 60. 
“I see by the machine.” By William Hyatt Gordon, M.D. 
August, 1950, p. 93. 


Jaundice, and liver. December, 1950, p. 49. 


Kidney, low. November, 1950, p. 80. 
Kidney stones: from sulfonamides, July, 1950, p. 73; dis- 
solving, October, 1950, p. 32. 


Lantern slides. September, 1950, p. 27. 

Let the bank handle your investment details. By John Y. 
Beaty. November, 1950, p. 81. 

Limb pain. November, 1950, p. 32. 
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Liver and jaundice, the. By Malcolm B. Dockerty, M.D. 
(scientific article) December, 1950, p. 49. 

Lumps in the breast. By Frank W. Hall, M.D. (scientific 
article) August, 1950, p. 37. 

Lupus erythematosis, malignant. September, 1950, p. 28. 


Management of hemorrhoids. By Harry E. Bacon, M.D., 
and Timothy F. Moran, M.D. (scientific article) Au- 
gust, 1950, p. 59. 

Manual on the Establishment and Operation of a Depart- 
ment of General Practice in Hospitals. July, 1950, p. 
113. 

Mastitis, acute, treatment with the multidose injector. 
August, 1950, p. 52. 

Mebaral, as an antiepileptic. July, 1950, p. 65. 

Medical care for the needy—a problem for governmental 
or nongovernmental agencies. By Ward Darley, M.D. 
September, 1950, p. 77. 

Melena, and gastrointestinal hemorrhage. July, 1950, p. 53. 

Memphenesin, or Oranixon. December, 1950, p. 80. 

Meniere’s disease. October, 1950, p. 83. 

Menopause, and the administration of testosterone. Au- 
gust, 1950, p. 80. 

Metabolic rate, causes of increase in. November, 1950, p. 

Methemoglobinemia. September, 1950, p. 29. 

Migraine, cafergone as a cure. July, 1950, p. 74. 

Modern management of pneumonias. By Hobart A. Rei- 
mann, M.D. (Practical Therapeutics) October, 1950, p. 
71. 

Mugging for fun. By I. Phillips Frohman, M.D. October, 
1950, p. 91. 

Multidose injector, streptomycin and the. August, 1950, 
p- 51. 

Multiple sclerosis, rehabilitation of the patient. August, 
1950, p. 46. 

Murmurs, apical systolic heart. December, 1950, p. 28. 

Myanesin, and tetanus. September, 1950, p. 68. 

Myasthenia gravis: surgical treatment of, July, 1950, p. 
72; thymectomy as a cure, August, 1950, p. 79; new 
treatment for, September, 1950, p. 68. 


Nasal polyps, in patients with intrinsic asthma. August, 
1950, p. 68. 

National health plans: August, 1950, p. 90; the status of 
national health legislation, October, 1950, p- 88; health 
insurance in Japan, August, 1950, p. 113. 

Neomycin, against the mycobacteria of tuberculosis. Au- 
gust, 1950, p. 74. 

Nervous backache. October, 1950, p. 30. 

Nervous nose. October, 1950, p. 30. 

Nervousness, operations for. September, 1950, p. 29. 

New concept of good medicine. August, 1950, p. 30. 

New drugs accepted: mercaptomerin sodium, or thiomerin 
sodium; bismuth glycolylarsanilate; dihydrostreptomycin; 
methoxyphenamine hydrochloride, or orthoxine hydrochlo- 
ride; methyl cellulose, or cellothyl, or syncelose, methena- 
mine mandelate. November, 1950, p. 51. 

Night call service. November, 1950, p. 29. 

Nitrogen mustard, and Hodgkin’s disease. September, 
1950, p. 44. 

Nutrition in surgical patients. By Robert M. Zollinger, 
M.D., and Edwin H. Ellison, M.D. (scientific article) 
July, 1950, p. 37. 


Nutrition and potassium deficit. August, 1950, p. 29. 


Obesity: in surgical patients, July, 1950, p. 37; in chil- 
dren, October, 1950, p. 35. 

Obesity in children. By Irvine McQuarrie, M.D. (scien- 
tific article) October, 1950, p. 35. 

Obstetrics: the use of sodium pentothal, October, 1950, p. 
39; spinal anesthesia, November, 1950, p. 35; in rural 
practice, December, 1950, p. 35. 

Office obstetrics in rural practice. By David G. Miller, Jr., 

D., and Blanche H. Miller, R.N. (scientific article) 
December, 1950, p. 35. 

Omnibus disease bill, the. December, 1950, p. 143. 

Ophthalmoplegia, and headache. September, 1950, p. 74. 

Oranixon, or Memphenesin. December, 1950, p. 80 

Orthoxine, in asthma. July, 1950, p. 63. 

Otitis media, acute suppurative; treatment with the mul- 
tidose injector. August, 1950, p. 55. 

Otosclerosis, with deafness. July, 1950, p. 27. 

Ovarian goiter, as a cause of excessive functional activity 
of the thyroid gland. July, 1950, p. 47. 


Pancreas: carcinoma of, July, 1950, p. 26; areas of pain, 
July, 1950, p. 27. 

Paralysis, after an operation. October, 1950, p. 33. 

Paraplegic patients, rehabilitation of, August, 1950, p. 47. 

Parkinson’s. disease: September, 1950, p. 68; October, 
1950, p. 78. 

Pathology of hyperthyroidism. By Malcolm B. Dockerty, 
M.D. (scientific article) July, 1950, p. 47. 

Pelvic inflammations, help for. November, 1950, p. 29. 

Penicillin: aqueous procaine penicillin, July, 1950, p. 64; 
usefulness of aluminum penicillin, July, 1950, p. 74; 
as a cure for tabetics, August, 1950, p. 79; as a cure 
for syphilis in pregnant women, November, 1950, p. 72; 
as a producer of cutaneous lesions, December, 1950, p. 
59. 

Peptic ulcer: as a cause of gastrointestinal hemorrhage, 
July, 1950, p. 54; treatment of, October, 1950, p. 31; 
treatment of, November, 1950, p. 72. 

Peripheral vascular system, complications in diabetes. Sep- 
tember, 1950, p. 59. 

Peyronie’s disease. October, 1950, p. 78. 

Pinworms. October, 1950, p. 84. 

Plantar warts, the treatment of. By Lyman C. Blair, M.D. 
September, 1950, p. 36. 

Pneumonia: atypical, treatment with the multidose in- 
jector, August, 1950, p. 53; modern management of, 
October, 1950, p. 71. 

Poisoning: barbiturate, September, 1950, p. 73; with 
vitamin A, December, 1950, p. 33. 

Polio, human milk as a a of. September, 1950, 
p- 27. 

Pollen injections during hay fever season. By George L. 
Waldbott, M.D. (scientific article) September, 1950, p. 
49. 

Polycythemia vera. October, 1950, p. 28. 

Postoperative bowel distention. By Lawrence M. Trauner, 
M.D. (scientific article) November, 1950, p. 41. 

Potassium deficit, and nutrition. August, 1950, p. 29. 

Practical hints in dermatology. By Herman Goodman, 
M.D. (scientific article) November, 1950, p. 47. 


Pregnancy, in middle age. September, 1950, p. 74. 


t mare’s serum, used for uterine bleeding. Oc- 

tober, 1950, p. 50. 

Procaine: anesthesia, September, 1950, p. 73; given in- 
travenously, November, 1950, p. 32. 

Progesterone, for uterine bleeding. October, 1950, p. 48. 

Prostate: enlarged, treatment for, August, 1950, p. 79; 
carcinoma of, October, 1950, p. 53. 

Psoriasis. October, 1950, p. 83. 

Psychotherapy, quick. September, 1950, p. 25. 

Puzzling causes of weight loss. By Carl F. Baumeister 
(scientific article) July, 1950, p. 29. 

Puerperium and aureomycin. December, 1950, p. 80. 

Pyelonephritis, acute; treatment with multidose injector. 
August, 1950, p. 54. 


Quadriplegic patients, problems of. August, 1950, p. 48. 


R48, for incurable cancer. August, 1950, p. 27 

Rabies: new vaccine, August, 1950, p. 74; effect of vac- 
cine, September, 1950, p. 74. 

Radioactive iodine, and hyperthyroidism. December, 1950, 
p. 78. 

Radioiodine: for angina pectoris, October, 1950, p. 32; as 
a cure for exophthalmic goiter, November, 1950, p. 72. 

Recognizing disease early. December, 1950, p. 29. 

Rectal tenderness, as a sign of the early stage of acute 
appendicitis. November, 1950, p. 59. 

Reference file, how to build. By Lyon Steine, M.D. De- 
cember, 1950, p. 89. 

Rehabilitation, what can you do for the chronic? August, 
1950, p. 43. 

Report of a symposium on general practice in hospitals. 
September, 1950, p. 95. 

Rheumatic fever, prevention of. August, 1950, p. 29. 

Rheumatoid arthritis, the gold treatment for. September, 
1950, p. 44. 

Rocky Mountain fever, and murine typhus. September, 
1950, p. 68. 

Rural practice, and office obstetrics. December, 1950, p. 
35. 


tules for writing checks. By John Y. Beaty. Au- 

gust, 1950, p. 87. 

Salpingitis, chronic, with sterility; treatment with the mul- 
tidose injector. August, 1950, p. 55. 

Salt-free and rice diets for hypertension. (Practical Thera- 
peutics) August, 1950, p. 71. 

Saving the veins. November, 1950, p. 28. 

Seven rules for your bank account. By John Y. Beaty. July, 
1950, p. 75. 

Shortening papers. November, 1950, p. 28. 

Sigmoidoscopic examination, in older men. July, 1950, p. 
73 


Simple words. October, 1950, p. 31. 

Skin diseases, treating the common; diagnostic hints, tak- 
ing the history, simplified treatment. August, 1950, p. 
33. 

Skin tests, for asthma. August, 1950, p. 63. 

Sodium pentothal in obstetrics. By Alvin L. Berman, M.D. 
(scientific article) October, 1950, p. 39. 

Spider bite. September, 1950, p. 67. 

Spinal anesthesia for vaginal delivery. By Stanley R. 
Truman, M.D. (scientific article) Noveniber, 1950, p. 
35. 
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Sterility, with chronic salpingitis; treatment with the mul- 
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: 


in infertility 

“... the empirical use of thyroid has yielded the most satisfactory results 
in the treatment of sterility in both sexes.”! Adjunctive lipotropic therapy 
is less well known but equally important since hormonal imbalance due to 
failure of hepatic estrogen inactivation? and testicular steatosis may be 
corrected by B vitamin and choline therapy.* 


in obesity 

Thyroid functions as a lipotropic, facilitating the action of choline and 
fostering use rather than deposition of fat.5 When using thyroid, choline 
and B complex should be administered to supply the increased needs of 
accelerated cellular metabolism and to provide lipotropic factors necessary 
for optimal fat mobilization. 


in habitual abortion and pregnancy 

° Low thyroid function is common in patients with habitual abortion® and 
the importance of thyroid therapy in this disorder has long been accepted. 
Here, too, choline helps maintain healthy cholesterol levels and combats 
deposition of liver fat and hormonal imbalance. Administration of thia- 
mine and riboflavin is necessary to full utilization of administered thyroid 
particularly when pregnancy creates an emphasized need. 


in menstrual disorders 

Thyroid is most effective in the treatment of dysmenorrhea’ and other 
menstrual disorders.* Again hormonal imbalance and menstrual dysfunc- 
tion of hepatic origin should be managed by supplementary lipotropic 
therapy to restore the normal thyroid-liver axis in its control of androgen- 
estrogen balance. 


only METHYROID 


Only METHYROID contains in one tablet the vital lipotropic elements: 
Choline, Thyroid, Thiamine and Riboflavin. 
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For the prevention 
and treatment of 
IRON DEFICIENCY ANEMIA 


‘FER-IN-SOL is a concentrated solution of ferrous sulfate, to be 
used in drop dosage for prevention-and treatment of iron de- 
ficiency anemia. 

Ferrous sulfate in an acidulous vehicle is widely accepted as 
the most effective form of iron for administration to persons of 
all ages. 

Because of its pleasgpt citrus flavor, Fer-In-Sol is taken will- 
ingly by infants and ren. It blends perfectly with citrus 
fruit juices and leaves minimum aftertaste. 

The Fer-In-Sol dropper is conveniently calibrated for doses 
of 0.3 and 0.6 cc. (7.5 mg. and 15 mg. of iron). Only 0.3 cc. is 


required to provide the Recommended Daily Allowance of iron 
A Concentraten 


for infants and young children; 0.6 cc. provides the Recom- OF Femnous suuraTE 7 
mended Daily Allowance for adults, including pregnant women. “Sa cite 
25 mg. of eiementat iron. 


Available in 15 and 50 cc. bottles with appropriately cali- 
brated dropper. 


Miran Jounson & co. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,1IND., U.S.A. 
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